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Safe, 


what you want 


prolonged 


hypertensive 


vasodilation 


Nitranitol provides it... permitting hypertensives 
to resume more normal lives. 


And ... therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


- When vasodilation alone is indicated —NITRANITOL. 
- When sedation is desired—NITRANITOL with PHE- 
NOBARBITAL. 
- For extra protection against hazards of capillary 
fragility—NITRANITOL with PHENOBARBITAL and 
RUTIN. 
‘+ When the threat of cardiac failure exists—NITRANITOL 
with PHENOBARBITAL and THEOPHYLLINE. 
P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 


* alkavervir 


your 
mannitol hexanitrate ) 
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Vertigo 


The remarkable relief afforded by Dramamine 
in motion sickness has led to studies of its pos- 
sible value in allied conditions. 

Dramamine apparently depresses hyperstim- 
ulation of the vestibular apparatus. Thus it is 
an effective means of relieving the nausea and 
vertigo which characterize dysfunctions of the 
middle ear. 


Accepted Uses for 


Dramamine 


(BRAND OF DIMENHYORINATE) 
MOTION SICKNESS 


NAUSEA and VOMITING associated with 
pregnancy 
drugs (certain antibiotics, etc.) 
electroshock therapy 
narcotization 


VESTIBULAR DYSFUNCTION associated with 
streptomycin therapy 


VERTIGO in 


Méniére’s syndrome 
hypertensive disease 
fenestration procedures 
labyrinthitis 

radiation sickness 


COUNCIL 

PHARMALY 
c mistey 


SEARLE Research in the Service of Medicine 


The average person experiences two colds per year. If these last 
five days each, then the population of the United States suffers 
1% billion days of illness per year due to this cause alone. 


synergistic Therapy 


A physiologically balanced formulation of three 

well known and widely used compounds: 

1. Neo-Synephrine® HCI, 0.5% —dependable decongestant 
2. Thenfadil® HCI, 0.1% — powerful antihistaminic 


3. Zephiran® chloride 1:5000 — wetting agent and 
preservative for greater efficiency 


NIZ Nasal Solution 


TRADEMARK 
well tolerated « rapidly effective | 
no antibiotic sensitization 


NTZ is applied by droplet instillation (2 or 3 drops to ¥% dropperful), 
tampon, atomizer or nebulizer (except those having metal parts). 
Bottles of 30 cc. (1 fl. oz.) 


common cold « allergic rhinitis 
sinusitis 


WINTHROP STEARNS 


New Your 18, Ont 


ReeSynephrine, Theniadii aed Zephiren, trademarks « & Comada, 
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In Bronchial Asthma 


—an Effective Treatment 


Pt) 


(IN GELATIN) 


Administered as Easily as Insulin: 
Subcutaneously or intramuscularly 
with a minimum of discomfort. 


Fewer Injections: 


One to two doses per week in many 
cases. 


Rapid Response, Prolonged Effect: 
Combines the two-fold advantage of 
sustained action over prolonged peri- 


ods of time with the quick response of 
lyophilized ACTHAR. 


Much Lower Cost: 
Recent significant reduction in price, 
and reduced frequency of injections, 
have increased the economy of ACTH 
treatment. 


ACTH continues to be foremost in the 
treatment and management of intract- 
able bronchial asthma. ACTH has 
been dramatic in relieving acute 
paroxysmsof bronchial asthma; periods 
of complete freedom lasting for several 
weeks or months have been induced 
by asingle course of ACTH therapy." 


In 5 patients with chronic intractable 
asthma treated with ACTH or corti- 
sone, incapacitating attacks were 
avoided and an asymptomatic state 
was restored. ACTH seemed to bring 
about more uniform results than corti- 
sone.* “‘A long-acting preparation of 
ACTH in gelatin gave the best results 
and required the smallest dosage.’’* 


HP*ACTHAR Gel, the new repository 
ACTH, provides complete convenience 
and ease of administration in short- 
term treatment of bronchial asthma. 


(1) Bordley, J. E., et al.: Bull. Johns Hopkins Hosp. 
85: 396, 1949; (2) Rose, B., et al.: Canad. M. A. J. 62: 
6, 1950; (3) Randolph, T. G., and Rollins, J. P.: In 
Proceedings of First Clinical ACTH Conference, edited 
by J. R. Mote. Philadelphia, The Blakiston Co., 
1950, p. 479; (4) McCombs, R. P., et al.: Bull. New 
England M. Center 12: 187, 1950; (5) Baldwin, H. S., 
and DeGara, P. F.: J. Allergy 23: 15, 1952; (6) 
McCombs, R. P.: New England J. Med. 247: 1, 1952. 


*Highly Purified. ACTHAR® is The Armour Labora- 
tories Brand of Adrenocorticotropic Hormone—ACTH 
(Corticotropin) 


A: THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO 11, ILLINOIS 


world -wide. deprendabhity 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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MEMO FROM THE 


MANAGING PUBLISHER 


Tue next time you are in a medical library, take down a 
bound volume of any medical journal, of twenty or thirty 
years ago, and look at the ads. Then compare them with the 
ads in this issue of GP. 

That medical advertising has come a long way in recent 
years will be quickly evident. Advertising copy of that earlier 
period usually fell into two classifications. It was either stiff 
and stilted and totally uninformative—or it sounded very 
familiarly like “Aunt Jenny’s Nerve Tonic” cr “Chief 
Kickapoo’s Snake Oil.” From the standpoint of design and 
illustration, of course, it was pretty awful. 

The medical advertisement against which any of these 
criticisms may be leveled, today, is rare indeed. Almost with- 
out exception, they are pleasing to the eye and in the best of 
taste. From the standpoint of copy, they have become what 
all advertising copy should be, fundamentally—informative 
and educational. 

Pharmaceutical ads, in increasing proportion, indicate the 
product formula, indications and contraindications, and 
available dosage forms. Rarely does our Publication Commit- 
tee find it necessary to call attention to what it considers 
extravagant claims. 

We feel that every reputable drug manufacturer is sin- 
cerely striving to maintain the highest possible standards of 
professional ethics in printed messages appearing in medical 
publications, as well as in personal contacts in your office. 

Use of color undoubtedly contributes much to the ap- 
pearance of advertisements in GP. Readers might find in- 
teresting the fact that the January issue carried 95% pages 
of advertising. Of these, 14 constituted two-page colored 
inserts, most of them printed in four-color process. Of the 
remaining 81% pages, 50 were printed in black and one 
other color, while 31% were reproduced in black alone. 
Besides the so-called “standard” colors, which are red, 
green, blue, yellow, and orange, the printer used 8 “spe- 
cial” colors, following matched-color swatches provided by 
the agencies. 

The other evening we were showing a recent issue of GP 
to a business acquaintance who has had many years of inti- 
mate experience with national advertising in other fields. As 
he leafed through page after page, he finally said, ‘“The ads 
in your book are as attractive and of as high a caliber as the 
scientific articles you carry. It looks as though medical ad- 
vertising has really come of age.” 

We appreciated that confirmation of our own judgment 
and we liked, too, the added assurance that our advertising 
friends recognize and respect the good taste and professional 
ethics of our readers. It is all a part of this magazine’s deter- 

mination to bring you the best in medical reading—in both 
editorial and advertising pages. —M.F.C. 
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Clinicians are reporting on 


NEO-PENIL* 


... the new, long-acting derivative of penicillin 


... about its ability to concentrate in the lung: 


‘,.. concentrations of this drug in the lungs after intramuscular injection are 
five to ten times higher than those of benzylpenicillin [penicillin G].’" 


... about its ability to concentrate in sputum: 


““Neo-Penil gave rise to significantly higher concentrations of penicillin 
in bronchial secretions than did procaine penicillin . . .’” 


... about its effectiveness in bronchopulmonary disease: 


“Our own evidence would indicate that it is a more effective form of penicillin 
in patients with chronic pulmonary emphysema and bronchopulmonary infection.” 


“This compound appeared to have a unique value in respiratory infections due 
to gram-positive bacteria.””! 


Bibliography: 1. Barach, A.L., et al.: Bull. New York Acad. Med. 28:353 (June) 1952. 
2. Flippin, H.F., et al.: Report distributed at the Chicago Session of the A.M.A. (June) 1952. 
3. Segal, M.S., et al.: GP, in press. 


Now available in two sizes. 


‘Neo-Penil’ is available at retail pharmacies, in silicone-treated vials of 500,000 units 
(single-dose) and 3,000,000 units (Multi-Dose). Full information about ‘Neo-Penil’ 
accompanies each vial, or may be obtained by writing to: 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, S.K.F. 
(penicillin G diethylaminoethyl ester hydriodide) Patent Applied For 
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Secretary’s Newsletter 


FEBRUARY 


Agreement Near on 
Fee-Splitting Debate 


lowa Society Takes 
Stand in Controversy 


Joint Bill Raises 
Question of Ethics 


>» It looks as though the controversy over fee-splitting jhas 
been resolved. The explosive uproar that has echoed in 
medical meeting halls and spilled quantities of ink in medi- 
cal journals as well as the public press during the past 
year seems to have quieted down for the present. Concessions 
by both sides to the dispute have apparently led them 
unexpectedly to a common ground. 


American College of Surgeons adopted a report condemning 
five prevalent forms of fee-splitting and "ghost surgery." 
Inclusion of the latter term in a resolution on fee-split- 
ting unnecessarily complicated the issue. Ghost surgery is 
universally condemned, as is the secret division of fees. 
The real issue was whether two doctors rendering service in 
a case could ethically divide the fee with the patient's 
knowledge. 


> Almost simultaneously the Iowa Academy of General Practice 
adopted a resolution calling on the state medical society to 
define acceptable met! 
more doctors. From this point on a sharp controversy de- 
veloped, largely semantic in origin, with the ACS on one 
side and the Iowa State Medical Society representing the 
other. 


All sides agreed that paying a commission for referring a 
patient or the secret division of fees was reprehensible. 
Fortunately, the AAGP had adopted resolutions at its last 
annual meeting condemning secret division of fees, thus 
placing itself squarely on the side of virtue. 


even when the respective doctors’ fees were itemized, the 
resolution adopted by the Iowa State Society approved a 
Single statement so long as the patient knew the total fee 
was to be "divided equitably among all physicians who have 
rendered service." Furthermore, the lowa resolution took 
issue with the ACS stand against allowing referring general 
practitioners to assist at operations. 


At this stage Uncle Sam stepped in; in Iowa the Collector 
of Internal Revenue ordered a systematic search of all 
doctors' books for evidence of secret fee splits. And, re- 
lying upon a decision of the Tax Court disallowing deduction 
of rebates to doctors by a North Carolina optical company, 
the doctor who collected the fee and the one who received 
the split were both required to pay income taxes on the 
amount. (Lilly v. Commissioner, 188 F. 2d 269). 


9 5 3 
a It all started a little more than a year ago when the 
a > But, whereas the ACS forbade the use of a combined bill 


Revenue Bureau Asked 


For Income Tax Rule 


Supreme Court Holds 
Split Fee Deductible 


Test Is Whether 
Division Is Secret 


Foreign News Is 
Feature of Month 


of the Iowa code 
Board of Regents 


unethical conduct for having created mistrust and public 
hostility toward the medical profession through his public 
utterances on fee-splitting, the Blue Shield Commission 
urged member plans to work out methods for "ethical pro- 
ration" of surgical fees, and as a slap at Iowa the ACS re- 
fused to consider any applications from that state. 


> Then the U. S. 
versing the Circuit 


[In April the ACS Board of Regents asked the Bureau of 
ternal Revenue t to rule specifically tha that su surgeons geons could 


their intensive campaign to obtain universal BB. con of 
their principles. 
ments added new facets to the question. 
took up positions on one side or the other, the Illinois 

chapter of the Academy passed resolutions seeking adoption 


Meanwhile, a number of unrelated develop- 
Medical journals 


in their state, a Chicago member of the ACS 
was charged by his local colleagues with 


Supreme Court upset the apple cart by re- 
Court and holding th. that rebates did not 


violate public policy and were deductible as S ordinary | and 


necessary business expenses. 
to mean that split fees were deductible expenses unless the 


transaction violated state laws. 


> Most lawyers agree that a divided fee is deductible if it 


meets a Simple legal test, even in the twenty-three states 
where statutory prohibitions ar are in effect. 


split secretly it is Obviously wi unethical and may violate 
in which case it would not be deductible as a 
reasonable and necessary business expense. 


state law, 


joint bill shows 


spective doctors, 
collecting the total fee acting as agent for the other. 


sum belonging to 


becomes a part of his income; consequently, 


int bill was 
Society am amended its Code to provide that a combined bil 


was acceptable only if it showed "the names of the doctors 
and the respective amounts to be paid each." So, for a time 
at least, the battle is over. 


>» Two of the most important items of news for general 
practitioners this month come from foreign countries. 


The decision was interpreted 


If the fee is 


But, if the 

the amounts to be received by the re— 

an agency relationship is created, the one 
The 
the other is collected in trust and never 
it is not 


ed that an item 
the | time the Iowa Late 


Dr. Fount Richardson, chairman of a special committee, 
announces that plans fo for the First International Congress of 


General Practice in Mexico City on April 1 are complete. 


Two 


Academy members have been selected to present papers at a 
meeting jointly sponsored by the Mexican Academia de Medi- 
A visit to the Institute of Cardiology and the new 
medical school will be included. 


cina. 


Qn January 1, the new College of General Practitioners of 
England opened offices at 14 Black Friars Lane, 


Victoria Street, 


Queen 


London. Its organization and and constitution 


closely parallel 


those of the AAGP. 


Respectfully yours, 


| 
In 
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which ; turned over to another doctor. In September they 


WARREN -TEED 


THE WARREN-TEED PRODUCTS CO. 
COLUMBUS 8, OHIO 
Portiand, Ore. Los Angeles, Calif. Dallas, Texas Chattanooga, Tenn. 
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constant 
and 
correct 


Similac provides, constantly and unvaryingly, 

50 mg. of ascorbic acid per reliquefied quart — 
an amount closely approximating the content 

of mother’s milk—and in excess of recommended 
allowances. Similac thus assures adequate 

and continuous (through each feeding) Vitamin C 
intake now established as an effective safeguard 
against scorbutic and some anemic states 

during infancy.' The importance of an adequate 
intake is further reflected in the finding that 
Vitamin C is essential for utilization of the amino 
acid tyrosine, functioning probably as coenzyme.” 


There is no closer equivalent to the milk 
of healthy, well-nourished mothers than Similac 


providing: zero curd tension for easy digestion; 
fats chosen for maximum retention and high 
ratio of unsaturated and essential fatty acids; 
full balanced array of essential amino acids; 
folic acid and Vitamin Biz (naturally occurring, 
in breast milk quantities); other vitamins in 
adequate amounts; minerals adjusted to favor- 
able proportions. 


Supplied: Similac Powder, tins of 1 lb.; Similac 
Liquid, tins of 13 fl. oz. 
1. Tisdall, F. F., and Jolliffe, N., in Clinical Nutrition, New York, 


P. B. Hoeber, 1950, c. 23, p. 590. 2. Sealock, R. R., and Goodland, R. 
L.: Science 114: 645 (Dec. 14) 1951. 


M & R Laboratories + Columbus 16, Ohio 
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Officers 
President, R. B. Rosins, M.D., 111 Van Buren, Camden, Arkansas 
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” Nupercainal.. 


a reliable surface anesthetic 


HE widespread use of Nupercainal® in hos- tum. Issued in one-ounce tubes with rectal ap- 


pital practice can be attributed to its un- plicator and one-pound jars for office use. 
usual range of effectiveness. In obstetrics, it 
is of value for the relief of hemorrhoids, fis- Nupercainal Cream 
sured nipples, episiotomy—in proctology, for a nongreasy form, contains 0.5% Nupercaine 
fissure in ano—in ophthalmology, for corneal in a scented, water-washable base. Issued in 
yom. Nupercaine nonirritating, collapsible tubes, each containing 1%4 ounces. 
cotic, lasting in its relief. 


Nupercainal Ophthalmic Ointment 
contains 0.5% Nupercaine thoroughly dis- 
persed in white petrolatum. Issued in ophthal- 
mic-tip tubes, each containing 4 grams. 


Nupercainal Ointment 
brand of dibucaine ointment, contains 1% 
Nupercaine in a base of lanolin and petrola- 


obstetrics 


proctology 
ophthalmology 
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Gladney, Baton Rouge, La.; Eowin H. Fenton, Detroit, 
Mich. ; James Murpny, Fort Worth, Tex.; Joun F. Kircus, 
Jr., Litchfield, Conn. ; Ivan C. Heron, San Francisco, Calif., 
Dantet Bettz, Los Angeles, Calif.; R. C. McEtvain, St. 
Louis, Mo. 


Publication Committee: ARTHUR N. Jay, Chairman, 3233 North 
Meridian St., Indianapolis, Ind.; U. R. Bryner, Salt Lake 
City, Utah; Srantey R. Truman, Oakland, Calif.; Hot- 
LAND T. Jackson, Fort Worth, Tex. 


Committee on Scientific Assembly: Mertin L. Newkirk, Chair- 
man, 3224 Santa Ana St., South Gate, Calif.; Joun F. 
Mosuer, Coeymans, N. Y.; 7. E. Robinson, Salt Lake City, 
Utah; Anprew S. Toms, Victoria, Tex.; JosepH LINDNER, 
Cincinnati, Ohio 


Building Committee: JouHn R. Fow1er, Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BuecHeter, Syracuse, N. Y.; 
M. B. Casesott, Kansas City, Mo.; H. T. Jackson, Fort 
Worth, Tex. ; Cuartes Netson, Beverly Hills, Calif. ; M. C. 
Wicinton, Hammond, La.; Aaron Horland, Newark, 
N. J.; W. H. Walton, Belleville, Ill.; C. W. Anderson, 
Denver, Colo. 


Constitution and By-Laws Committee: A. W. Fegtly, Chairman, 
501 Schweiter Bldg., Wichita, Kan.; Wiut1am M. Sprout, 
Des Moines, Iowa; James A. Coscrirr, Olivia, Minn.; 
Tuomas V. Gupex, Louisville, Ky.; Albert S. Dix, Mobile, 
Ala.; Charles A. Jost, Saint Louis, Mo. 


Committee on Rural Health: D. G. Miller, Jr., Chairman, Mor- 
gantown, Ky.; Carrott B. ANprews, Sonoma, Calif.; 
Norman H. Garpner, East Hampton, Conn.; Joun 
Jones, Camden, Ala.; Willis I. Lewis, Herrin, IIl.; Joseph 
G. Wilson, Moscow, Idaho; Fred A. Humphrey, Fort Collins, 
Colo. 


Committee on Liaison with Blue Shield Medical Care Plans and 
Medical Insurance: Robert F. Purtell, Chairman, 758 North 
27th St., Milwaukee, Wis.; T. Ertc Reynotps, Oakland, 
Calif.; H. K. Scaturr, Chicago, Ill.; ArTHuR J. OrFERMAN, 
Omaha, Neb.; Gilbert Saltonstall, Charlevoix, Mich. 


Committee on 1953 State Officers’ Conference: S. A. Garlan, 
Chairman, N. Y.; Earl D. McCallister, Columbus, Ohio. 


Mead Johnson Scholarship Award Committee: W. B. HILpE- 
BRAND, Chairman, 216% Main St., Menasha, Wis.; Frep 
Humpurey, Fort Collins, Colo.; Dave Dozier, Sacramento, 
Calif.; Mary JoHNsToN, Tazewell, Va.; W. H. 
Anperson, Boonville, Miss.; H. Kennetu Scatutrr, Chica- 
go, Ill. 

M & R Award Committee: William J. Shaw, Chairman, Lee 
Hospital, Fayette, Mo.; L. H. McDaniet, Tyronza, Ark.; 
Thomas Blake, Saint Albans, W. Va. 


Local Committee on Arrangements for 1953 Assembly: Charles 
Martin, Chairman, St. Louis, Mo.—Subcommittee on Reg- 
istration: P. C. Hatt; Hospitality: Cuartes A. Jost; Sci- 
entific Exhibits: CHARLES O. METZ; Banquet: NORTON JOHN 
EvERSOLL; Ladies Entertainment: Mrs. Norton J. EvERSOLL. 
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Academy Members 


may now order 


GIFT 


Subscriptions 


for 
Hospital and Medical 


School Libraries 
at $500 each 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked ‘*Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 


uke 
i. 
: 


t 


gain weigh 


EDIOL 


TRADEMARK 


[ORAL FAT EMULSION SCHENLEY] 


A highly palatable emulsion 
containing 50 percent coconut 
oil and 12% percent sucrose, 
useful whenever caloric intake 
must be increased without 
undue increase in bulk. 


Delicious alone, or when taken 
with milk and other fluids, 
semisolid foods, and desserts. 


EDIOL* furnishes 600 calories 
daily, when taken as 2 table- 
spoonfuls q.i.d. The unusually 
small particle size of EDIOL 
(average, 1 micron)favors easy 
digestion, rapid assimilation. 


For children, or where fat 
tolerance is a problem, small 
initial dosage may be pre- 
scribed, then increased to the 
level of individual capacity. 


Available through all phar- 
macies, in bottles of 16 fl.oz. 


schenley 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG * INDIANA 


*Trademark of Schenley Laboratories, Inc. 
©Schenley Laboratories, Inc. 


strength... gain appetiie.t. 


What Nature Does for the Oyster... 


AMPHOJEL® does for 
the peptic ulcer. Local 
physical protection by 
AMPHOJEL'S demul- 
cent gel, plus the effect 
of its antacid compo- 
nent, hasten healing 


; and relief of pain. 
S 


Philadelphia 2, Pa. 
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Chis Month’s Authors 


Harry F. Dowling, M.D., 


is professor and head of the Department of Internal Medicine at the University of Illinois 
College of Medicine, Chicago. Dr. Dowling, who is the author of The Acute Bacterial Diseases: 
Their Diagnosis and Treatment, was formerly professor and head of the Department of Preven- 
tive Medicine at the University of Illinois. His field of research has been concerned primarily 
with pneumonia, meningitis, and the actions of the sulfonamides and antibiotics. He has also 
been active in the study of prepaid medical care plans. The article appearing in this issue 
marks Dr. Dowling’s second contribution to GP. 


Leon Hirsh, M.D., 


who is engaged in the general practice of medicine in Cincinnati, Ohio, was graduated from 
the University of Louisville School of Medicine, Louisville, in 1931. A member of the American 
Academy of General Practice, he served four years with the Navy during World War II. Dr. 
Hirsh is a life member of the American Committee on Maternal Welfare, sponsors of the 
American Congress of Obstetrics and Gynecology. He is affiliated with the Good Samaritan 
Hospital and St. Mary’s Hospital in Cincinnati. 


Charles A. Hufnagel, M.D., 


director of the Experimental Laboratory, Georgetown University Medical School, Washington, 
D. C., was director of the Laboratory for Surgical Research, Harvard Medical School, from 
1949 to 1950. Dr. Hufnagel, who received his medical degree from Harvard Medical School, 
was formerly a junior associate in Surgery and an associate in Thoracic Surgery, Peter Bent 
Brigham Hospital, Boston. In 1949, he received a Distinguished Service Award from the 
National Junior Chamber of Commerce as one of the nation’s ten outstanding young men. 
Dr. Hufnagel has written numerous articles for medical publications. 


Paul C. Swenson, M.D., 


professor of Radiology, and director of the Department of Radiology, Jefferson Medical College 
and Hospital, Philadelphia, was an associate professor of Radiology, Columbia University, 
New York. A graduate of the University of Minnesota Medical School, Minneapolis, he served 
internships at Gillette Orthopedic Hospital, St. Paul, and at Anker City and County Hospital. 
Dr. Swenson was a resident in Radiology at the University of Michigan Hospital, Ann Arbor. 
From 1930-34, he was an instructor in Medicine at Columbia University College of Physicians 
and Surgeons. 


William B. Terhune, M.D., 


is medical director and founder of the Silver Hill Foundation for the Treatment of the Psycho- 
neuroses, New Canaan, Connecticut, and associate clinical professor of Psychiatry at Yale 
University. A native of Senoia, Georgia, he was graduated from Tulane University Medical 
School, New Orleans, Louisiana. He is a past president of the American Psychopathological 
Association, and at present is a member of the Executive Board of the American Psychiatric 
Association, and a trustee of the Norwich State Hospital and of the Devereux Foundation. 
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Pour the contents of Dex- 
trogen can into a prop- 
erly cleaned quart milk 
bottle, and fill with pre- 
viously boiled water. 
Makes 32 ounces of for- 
mula, ready to feed. 


When a powdered infant formula is preferred, Lactogen is an excel- “7 
lent choice. This all milk formula consists of whole milk modified 
with milk fat and milk sugar, and fortified with iron. Lactogen is 
easily prepared by using one level tablespoonful to each two fluid 
ounces of water. This formula provides a balanced proportion of pro- 


HIGHER IN PROTEIN 


lower in fat-economical 
and go convenient 


DEXTROGEN 


Consisting of whole milk modified with dextrins, 
maltose and dextrose, and fortified with iron, liquid 
Dextrogen offers your infant patients these ad- 
vantageous features: 


e Higher protein content, hence better growth 
and development. 
e Lower fat content, therefore better tolerated. 
e Utmost convenience in preparation of formula. 
e Safety—Economy. 
Dextrogen greatly simplifies infant feeding at no 


sacrifice of nutritional benefits. Refrigeration is not 
needed until the can is opened. 


THE NESTLE COMPANY, INC. 
WHITE PLAINS, NEW YORK 


tein, fat and carbohydrate and supplies 20 Calories per fluid ounce. 
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The name Schering has come to stand for pioneering 


research and leadership in steroid hormone chemistry. 
Now Schering adds this new important product to its 
steroid line— available in ample amount to meet all 


your cortisone needs. 


Available as 25 mg. tablets, bottles of 30. For complete information 
write tc our Medical Service Department. 


CORPORATION-BLOOMFIELD,N.J. 
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clinically confirmed... 


long-acting local anesthetic-analgesic 
for prolonged, non-narcotic control of pain 


in surgery of the head, neck and extremities!.2 
Postoperatively 35 patients required no narcotics, another 24 required only 1 or 2 doses; 
no patient required more than 4 doses. 


in thoracic and upper abdominal surgery and chest pain!.2.3.4 

Postoperative intercostal nerve block with Efocaine allowed patients to breathe deeply 
and cough freely without pain, obviated the need for respiration-depressing 

narcotics —“‘an effective means of preventing postoperative pulmonary complications.”"4 


— “...more than 50 blocks for miscellaneous chest pain... were all successful.’’4 
in lower abdominal surgery!.2 
3 4 & Convalescence was pleasanter and early ambulation was facilitated 
with Efocaine. In one group of 285 patients, 87 required no postoperative narcotics, 
cases and 14] needed only 1 or 2 doses.2 
in anorectal and vaginal surgery, pruritus ani!.2,5.6 
2 4 a “A dramatic relief of postoperative pain ...in almost every instance... 
postoperative narcotic requirements were virtually eliminated.”’5 
cases “All of the patients with pruritus ani were benefited by ... Efocaine.’’6 
following tonsillectomy’ 
“The results ... were most dramatic. A high degree of local pain control 
pon was achieved in every instance.” 
after episiotomy® 
“A high degree of episiotomy pain-relief was obtained ... patient morbidity was greatly 
eunes teduced, and a more pleasant convalescence achieved.” 
2 c, in minor and office surgery! 
Relief of postoperative pain was excellent in 76% of the group, good in the remaining 24%. 
cases 


Clinical experience with EFOCAINE in over 1,000 patients is 
now recorded in the medical literature. This experience, 
summarized above, demonstrates unequivocally sate 
that EFOCAINE achieves at last a long-sought goal in medicine nonoily 


and surgery: aie non-narcotic pain control. aqu eous-miscible 
no vasoconstrictors 


) produces 6-12 days local anesthesia-analgesia 
» provides dramatic, long-lasting relief of pain 
» virtually eliminates postoperative narcotics 


1. Ansbro, F. P., and others: ee gd 13:306, 1952. 2. ,lason, A. H., and Shaftel, H. E.: Postoperative Pain Control, presented 
before the Section = | ag ey! of the American Medical Association, Chicago, Ill., June 10, 1952. is Deaton, W. R., Jr., 
and Bradshaw, H. H.: Am. Surgeon /8:616, 1952. 4. Puderbach, W. J., and others: Journal Lancet 72:203, 952. 5. Tucker, C. C.: 
J. Kansas M. Soc. 53: 230, 1952. 6. Gross, J] M., and others: New York State J. Med. 52: asf we 1) 1952. 7 Penn, S. E.: Arch 
Otolaryng. 56:59, 1952. 8. Cappe, B. E., and Pallin, I. M.: Am Pract & — Treat. 3:739 


tion, is supplied in 20-cc. multiple-dose vials. 


Detailed literature available upon request. 


= FOUGERA = E. FOUGERA & CO., INC. 
*T.M. 75 Varick Street, New York 13, N. Y. 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Onsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


On the Other Hand 
Dear Sir: 

Again, I wish to protest an answer in your “Information 
Please” department. (You may possibly recall that I recently 
protested against an answer which left one with the impres- 
sion that some individuals are sensitive to all metals. I don’t 
believe that such a condition exists.) 

This time, the first answer in your October issue (Plantar 
Wart, GP, October, 1952) is more likely to confuse the man 
who sent the question than to supply him with his answer. 

I have treated many such cases by the method which I 
described in your journal two years ago; the results have 
been very gratifying (See GP, September, 1950). It is 
probably the wart—and not the scar—which is painful. 
However, if the original surgery removed all the padding 
over a bone, scar may be painful too. If my method had been 
used in the first instance, this would not have occurred. 

**The treatment of plantar warts is not simple,” the man 
says. I say it would be simpler if less destructive methods 
were used; meaning especially x-rays, and unnecessarily 
radical surgery, carbon dioxide snow, etc. 

Lyman C. Brarr, M.D. 


Houston, Texas 


Eprror’s Note—GP’s readers are always at liberty to differ 
with the experts who answer the questions in “Information 
Please.’ In this instance, Dr. Blair’s letter was referred to the 
man who composed the disputed answer; he wrote as follows: 


The method of treatment Dr. Blair employs, namely 
destruction of plantar warts with a high-frequency cutting 
current, etc., had been in use for many years before he 
described his technique in GP. However, the procedure is 
not always successful, because verrucae are of a virus origin, 
and accordingly have a tendency to recur. X-ray therapy 
administered by an expert is effective in approximately 50 
per cent of cases, especially the small and recently acquired 
warts. When properly given, this type of treatment does not 
cause scarring. 

Dr. Blair is to be congratulated on the success he reports 
in treating plantar warts. However, those who have treated a 
large series of cases by similar measures are less enthusiastic 
about the method. It would appear that each physician de- 
velops a procedure for treating warts in which he becomes 
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proficient and therefore believes it to be the most satisfactory 
method. 

The ideal method of treatment for a plantar wart is to 
stimulate the patient’s defense mechanism against the virus, 
and at the present time there is no satisfactory method of so 
doing. An attack of herpes zoster will often be followed by 
the spontaneous disappearance of plantar warts. The anti- 
biotics have not been effective when applied locally or given 
orally. A number of large plantar warts often creates serious 
occupational and economic situations so that any therapeutic 
procedure employed should not add to this part of the 
problem. 

Excision of the warts followed by skin grafting, with a 
wart recurring on the edge of the graft, is an example of such 
a treatment failure, and painful scars and destructive therapy 
with or without recurrences may be in the same category. 

My reply to the original inquiry was said to be confusing, 
and if so I believe I conveyed the impression that prevails in 
the minds of many physicians who have treated a large 
group of such cases, also that the treatment of plantar warts 
is not as simple a procedure as Dr. Blair implies. 

Paut A. O’Leary, M.D. 
Rochester, Minnesota 


“As Ye Sow, So Shall Ye Reap” 


Dear Sir: 

With reference to the honorarium 
you mentioned for the article ‘Sensi- 
ble Childbirth,” I would like to men- 
tion that this article was not written 
for pay. I wonder, therefore, if you 
would kindly turn over to the Acad- 
emy’s building fund, with my com- 

pliments, any such fee you might have considered sending 
me when you publish the article. 

Leon Hirsu, M.D. 
Cincinnati, Ohio 


Here indeed is a member after our collective hearts! Not 
content with preparing an outstanding scientific paper that 
every GP reader will find most illuminating, he insists on 
**ploughing back’? into the Academy the rewards of his labor. 

(Continued on page 23) 
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two 
outstanding 
reasons why 


is so highly effective 
for the persistent, dry 
and unproductive cough 


Dihydrocodeinone is used (in equivalent dosage) 
instead of codeine, for its exceptional freedom 
from such side effects as nausea, vomiting, 
constipation and retention of sputum. 


Pyra-Maleate® the highly effective antihistaminic, 
is included in the formula, for suppression of the 
allergic manifestations which frequently complicate 
the common cold. 


Pyraldine also helps liquefy mucus and has a local 
soothing effect on irritated mucosa. 


Ea lounce of PYRALDINE contains: 


Dihydrocodeinone bitartrate (Warning: May be habit forming). . 
Pyra-Maleate® (Brand of Pyrilamine Maleate) 
Ammonium chloride 
Citric acid 
In a mentholated, fruit-flavored, syrup vehicle. 


PYRALDINE Expectorant is supplied in bottles of one 
pint and one gallon. Narcotic registry number required. 


VANPELT & BROWN, INC., Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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(Continued from page 21) 

It is not in us to fly in the face of such generosity. So instead of a 
check, Dr. Hirsh will receive a certificate of membership in the 
Century Club.—PuBLisHER 


Advance Order for '53? 


Dear Sir: 
Next to being able to attend your meeting, which is im- 
possible for most interns, reading ‘‘Abstracts” is one of the 
highlights of my year of internship. 
Rosert Douctas, M.D. 
U.S. Naval Hospital 
San Diego, California 


If you can’t get to St. Louis March 23-26 for the Fifth 
Annual Scientific Assembly, you can be sure that the 1953 
** Abstracts” will be an outstanding condensation.—PuBLISHER 


Admiring Glances from Your Colleagues 


Dear Sir: 

Please find enclosed check in payment of my 1952 dues. 

The Hennepin County Medical Society has recently pro- 
posed reclassifying my membership to “life.” I am a member 
of the Fifty Club of the Minnesota State Medical Association, 
and will be 96 years old next month. 

The Minnesota chapter of the American Academy of Gen- 
eral Practice two years ago relieved me of the requirements 
for postgraduate education. 

I would like to ask for transfer to Inactive Membership 


since I cannot leave the house, and find myself unable to 
carry the responsibilities of the other classes of membership. 

My subscription to the official journal should be dis- 
continued, and I send this letter through your hands so 
that this notice can be recorded without further delay. 

With deep appreciation of the privileges of membership in 
the American Academy of General Practice, I am 

Grorce D. Haccarp, M.D. 

Minneapolis, Minn. 


Recommendation has been made that Emeritus Member 
Haggard be transferred to Inactive Membership. GP will con- 
tinue to reach this 96-year-old member with the compliments 
of his admiring colleagues in the Academy.—PUBLISHER 


Two for the Price of None 


Dear Sir: 

Being an intern and unfamiliar with convention pro- 
cedures, I would like to know whether my wife, a registered 
nurse, would be permitted to attend the lectures of the forth- 
coming St. Louis Assembly? 

Joun S. Asuwortn, M.D. 
Good Samaritan Hospital 
Lexington, Kentucky 


Of course the answer is “yes.” The Academy gladly pays the 
registration fee for any nurse, student, intern, or resident. 
When she comes as the wife of a physician, she is doubly wel- 
come.—PUBLISHER 
(Continued on page 25) 


size reference catalog. 


BACK 


SUPPORTS 


Working closely with the medical profession for more than 
60 years, Freeman has developed a line of surgical supports from which you can 
select and prescribe with complete confidence in the suitability of the garment 
for its purpose, quality in its construction and comfort for the wearer. 
The Freeman line of corset-type back supports includes models which provide 
supportive and conservative measures in any required degree up to almost com- 
lete immobilization. This type of support has been found superior in that it can 
worn comfortably whether sitting, standing or lying. In addition to correct 
design and quality construction Freeman supports embody many advancements 
and improvements. Linings and stay covers are cushioned for comfort and side- 
laced back supports have a new and exclusive self-smoothing, non-wrinkle fly. 
Mail coupon for details of Freeman quality features and free copy of pocket- 


FREEMAN MANUFACTURING CO., Dept. 502, Sturgis, Michigan 
Please send information about Freeman features and free copy of reference catalog. 


Address 


Name 


FOR WOMEN. 


State 


City. 


- CRIBE W! 
4 
FOR MEN 
} 
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pneumon 
Pneumococcal, viral, 
and other pneumonias 
due to sensitive organisms 
respond promptly to therapy 


with well-tolerated ¥ J ‘e 


(Continued from page 23) 
Disaster Coverage by Several Firms 


Dear Sir: 

I have read an interesting article on ‘Disaster Insurance— 
A New Advance” in the March, 1952, issue of your magazine. 
Would you be kind enough to advise me of the name of the 
insurance company that offers this protection. It should 
prove interesting to select clientele. 

One of my clients, an officer in the Texas chapter of the 
American Academy of General Practice, has requested this 
coverage, and I would appreciate your advising me of the 
company offering this coverage. 

Donatp H. Hocan 
District Manager 
American United Life 
Insurance Company 
Indianapolis, Indiana 


The author of that article on ‘Disaster Insurance,” Raleigh 
E. Ross, informs us that such coverage is obtainable from The 
Equitable Life Assurance Society of the United States; The 
Prudential Life Insurance Company; and The Liberty Mutual 
Company. It is possible that other insurance firms may he offer- 
ing the same type of protection. PUBLISHER 


California Practice Available 


Dear Sir: 
I am interested in selling a lucrative general practice in a 
Southern California town. There is much surgery and ex- 


cellent hospita! affiliations—the office is in a good location 
and has fine equipment. Gross earnings are from $70,000 
to $75,000 a year. I will stay with the doctor one year or 
less, if desired. 

No one need inquire unless qualified to do good surgery 
and able to see a goodly number of patients daily. A certain 
amount of cash is necessary for the sale. My business can 
be verified by a certified auditor who handles doctors’ busi- 
nesses. Please contact N. E. French, 7351 A Westminster 
Avenue, Westminster, Calif., by mail. 

Lester L. Brount, M.D. 
Santa Ana, California 


Always Room for Improvement 


Dear Sir: 

It is with great pleasure and sincere pride that I read 
your notation in the November issue of GP—that our very 
excellent journal had received the highest possible award for 
editorial presentations in this country. 

I would like to say, “I told you so.”” When the first issue 
of GP reached us, Mrs. Frohman and I both felt that this 
was the magazine our field had been waiting for. 

The format, organization, and presentation of the material 
are superb. 

I firmly believe that you and your staff deserve many pats 
on the back, which I hope you will not be too modest to 
accept. 

GP will only be improved by age and with experience. 

I. Fronman, M.D. 
Washington, D. C. 


Octin - spasmolytic and sympathomimetic 


|... relaxation of smooth muscle spasm 
especially of the genito-urinary and 
gastro-intestinal tracts ......... 
2...in migraine and related headaches. 


DOSE: Oral, | or 2 Octin tablets, 
| additional tablet in three 
to four hours. 


Intramuscular injection, % to | cc. 


Give test dose to determine absence 
of sensitivity and excessive hyperten- 


sive reaction. 
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of Seborrheic Dermatitis of the scalp . . . conveniently applied 


while washing hair, then rinsed out 


An outstanding new treatment for scalp conditions ranging from mild 
dandruff to severe seborrheic dermatitis, SELSUN Sulfide Suspension 
restores the scalp to a normal, healthy condition (usually within 6 weeks) 
. . . after which scaling is kept under control with applications at 1 to 4 
week intervals. Itching and burning symptoms are relieved after only 
two or three applications. 

In clinical trials with 400 patients! * * investigators reported complete 
control in 92 to 95 percent of cases of common dandruff, and in 81 to 87 
percent of all cases of seborrheic dermatitis. In these studies, SELSUN 
often proved effective in cases where other medications had been un- 
successful. 

Applied and rinsed out during the patient’s hair washing routine, 
SELSUN is convenient to use, leaves the scalp clean and odorless. Toxicity 
studies'* show there are no ill effects from external use as recom- 
mended. Supplied by pharmacies in 4-fluidounce bottles, 

SELSUN is dispensed only on the prescription of a physician. 


References: 


1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 
2. Slepyan, A. H. (1952), Ibid., 65:228, February. 
3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 


TRADE MARK 


tae SULFIDE 


(SELENIUM SULFIDE, ABBOTT) 


we 
ds 
ag 
4 
= 
- 
gto 
ry 
PRESCRIBE 
: 


Natural bile acids 


help restore 
natural biliary function 


@ ‘Bilron’ contains natural conjugated bile acids com- 
bined with iron. 


@ ‘Bilron’—a potent, true choleretic— produces bile 
of natural composition and consistency. 


@ ‘Bilron’ is chemically enteric. It is soluble in the 
alkalinity of the intestine, where bile is normally 
released. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


(Iron Bile 


Sales, Lilly) 
§ ers. (0.325 Gm.) 


‘Bilron’ is indicated in gall-bladder-type 


indigestion, constipation, biliary 


dyskinesia, and following cholecystectomy. 


PULVULES 


(IRON BILE SALTS, LILLY) 
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Editorials 


The Doctor Meets the Critics 


THERE was a great deal of public interest in the 
two television broadcasts sponsored by the Ameri- 
can Medical Association at the clinical session in 
Denver last December. In his letter of December 
10, 1952, Secretary George F. Lull gave an estimate 
that thirty-five million people saw the first program 
and that fifty million saw the second. Dr. Lull 
opined, “Both shows did a tremendous public re- 
lations job for American medicine.” 

Having entered the field of professional enter- 
tainment with such television shows, the physician- 
performers now find themselves exposed to a part 
of the public that they have seldom met before— 
the professional critics. We hope that the per- 
formers and sponsors know what this can mean. 

For example, Mr. John Crosby, author of a 
column syndicated by New York Herald Tribune, 
Inc., was inclined to be caustic. He seemed to 
think production was spotty, gave an interesting 
implication in the title of his column on the Ce- 
sarean birth (“They Sure Treat the Baby Rough”’), 
and indulged his critic’s prerogative by handing 
out some free advice— 

“The emphasis not only of this series of two 
programs but also of the June broadcasts, both of 
which were sponsored by the Smith, Kline and 
French medical supply outfit, has been on the cure 
of disease. I think it might be interesting and cer- 
tainly instructive if the A.M.A. devoted some of its 
future programs to disease prevention, where you 
and I could absorb some presumably useful advice 
on how to stay out of the hands of doctors.” 

Mr. Crosby did approve of one detail of staging. 
He “‘couldn’t have been happier” that the opera- 
tive details of the Cesarean section were not 
screened. He feels that a baby’s birth is not for the 
public’s gaze—went on to say, “Too graphic a 
picturization of so intimate a business could easily 
drive a lot of young women into concluding that 
childbirth is not for them.” 
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Our critic was notably harsh with the per- 
formance the doctors gave. He disliked “‘the stiffish 
monotones” they affected; and he wrote, “There 
must be some way to humanize doctors so that they 
can talk to laymen in language which is both warm 
and understandable.” 

We trust that the physician-performers in this 
and other television shows are prepared for meeting 
the critics. Most of all, we hope that the performers 
and their loyal supporters will just listen to the 
critics and not answer back. Remember what hap- 
pened to a former President of the United States 
when he got excited because his daughter’s singing 


was panned by pundit Paul Hume. 
Revised Essentials of an Internship 


In THE field of medical education and hospitals, the 
most important action at the Denver session of the 
American Medical Association last December was 
approval of a revision of ‘Essentials of an Approved 
Internship.” This revision was prepared by the 
Council on Medical Education and Hospitals on 
the basis of the report of an advisory committee of 
which Academy president-elect U. R. Bryner was a 
member. 

Of immediate interest to many general practi- 
tioners are those portions of the “Essentials” that 
tend to discourage some hospitals from trying to 
run an internship program. Such action has two 
chief purposes: reduction of the enormous dis- 
parity between number of internships and number 
of medical graduates; and insurance for interns 
that they will get all they have a right to expect from 
their first year of graduate training. 

Thus, under the section devoted to “Hospitals 
Eligible for Approval,” the “Essentials” lays down 
conditions that make it difficult if not impossible for 
hospitals of less than 150-bed size to obtain approval 
for training interns. In addition, approval may be 
withdrawn from an internship program which for 
two consecutive years fails to obtain at least two- 
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thirds of the stated complement of interns. The 
“Essentials” states, “This policy is necessary to in- 
sure that an applicant will receive a sound educa- 
tional experience when he accepts an appointment 
to a hospital approved by the Council. When the 
number of interns appointed by the hospital is 
appreciably below that required, it becomes impos- 
sible for the hospital to provide the training to 
which an intern is entitled.” 

The application of the “two-thirds rule” as a 
basis for withdrawal of approval obviously cannot 
have any effect before 1955, and it is anticipated 
that some hospitals will reduce the number of in- 
ternships they offer and will thereby avoid with- 
drawal of approval. It is expected that the need for 
such reductions will help considerably to diminish 
the excess of internships available. However, if a 
hospital sponsors rotating internships and if its 
complement of interns falls below six men, it may 
have to abandon its program because it can no 
longer support a true rotation of services. 

For hospitals unable to qualify for internship 
approval, the “Essentials” contained these good 
suggestions: employment full time of one or more 
young physicians who have completed their formal 
training; assignment of junior members of the at- 
tending staff (or all members) in rotation for night 
duty, or twenty-four hour duty, according to 
needs; employment on a part-time basis of a young 
physician to care for emergencies and perform house 
staff duties at night; training of nurses, technicians, 
or others to perform many tasks ordinarily assigned 
to interns. These, and other proposals about pro- 
viding adequate records, should enable many hos- 
pitals to furnish adequate medical service without 
interns or with fewer than they would like. 

In the report of the advisory committee to the 
Council and in the “Essentials,” the most valuable 
principle enunciated is that an internship is chiefly 
for training and educating interns—not a means 
solely for providing service to a hospital. Devotion 
to this principle is apparent in many of the regula- 
tions and recommendations for internship pro- 
grams. At the same time, the “Essentials” makes 
it clear that, as a specially privileged student, an 
intern is not a practicing physician, has no right 
to expect large remuneration or special induce- 
ments, and has duties and responsibilities that “are 
not discharged on a ‘nine to five’ basis.”” The com- 
mittee report and the new “Essentials” are pre- 
scribed reading for all medical students and for 
every physician interested in medical education and 
hospital practice. 


Issues Met—Issue Dodged 


Durinc the last meeting of the House of Delegates 
of the American Medical Association, there were 
three areas of Federal government activity in which 
attempts were made to influence policy. These 
were in connection with doctors’ draft, establish- 
ment of a Department of Health, and medical care 
of veterans. In the first two, the action of the dele- 
gates was forthright and as complete as possible. 
In the problem of veterans’ care, on the other hand, 
the chief point at issue was avoided. 

Physicians of the United States have always had 
their share of patriotism, notwithstanding one re- 
cent, ill-advised statement to the contrary. All 
physicians are cognizant of their obligation to sup- 
port whatever legislative plans are necessary for 
the safety of the nation. The A.M.A. delegates 
reaffirmed this obligation but, recognizing the in- 
equities of the present doctors’ draft law, provided 
a “framework of policy” to guide further activities 
of the Board of Trustees and the Council on Na- 
tional Emergency Medical Service. This policy 
called for realistic re-evaluation of physical quali- 
fications of physicians for service with the armed 
forces, a strong government recruitment program, 
more extensive use of existing civilian medical fa- 
cilities (for example, in providing medical care for 
dependents of military personnel), avoidance of 
competition by government agencies in their re- 
cruitment programs, establishment of and adherence 
to an equitable point system for discharge of physi- 
cians from military service, and recommendation to 
the President of the United States that physicians 
in category three shall not be called into military 
service until all men in categories one and two have 
been processed. In a separate action the delegates 
favored continuation of the special bonus paid to 
medical and dental officers. 

The question of creation of a national Depart- 
ment of Health created little excitement. For years 
the American Medical Association has supported 
this idea. In the present action, the department was 
specified as having cabinet status. No stand was 
taken on whether or not its secretary should be a 
physician—mainly because there was reason to be- 
lieve that a demand that the secretary be a physician 
might diminish the chances that Congress will 
authorize the new cabinet position. 

Most controversial of all was the question of what 
to do about medical care for veterans with non- 
service-connected disabilities. A Special Committee 
on Federal Medical Services (Chairman, Walter 
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Martin of Virginia) had been studying the problem 
of veterans’ medical care for many months. Well in 
advance of the Denver session, they had published 
a report—minus an all-important summary and 
recommendations. This missing part was supplied 
to delegates during the session—contained a strong 
recommendation for curtailment of hospital services 
to veterans with nonservice-connected disabilities. 
In view of the magnitude of this problem, it was not 
surprising that the delegates refused to support the 
view of the special committee—accepted instead 
from their Reference Committee on Insurance and 
Medical Service a report that postponed decision. 

The idea of making a sweeping change in methods 
of providing medical care for veterans with non- 
service-connected disabilities is political dynamite. 
Under present circumstances these veterans are 
favored at the expense of the rest of the population. 
However there is strong public sentiment for such 
favoritism, and it naturally has support from the 
Veterans Administration and the politically power- 
ful American Legion. Small wonder that A.M.A. 
delegates agreed with their reference committee 
that they should not “take any precipitate action 


now.” 


Salicylates for Rheumatic Fever 


Ipgs about the place of salicylates in management 
of rheumatic fever have undergone considerable re- 
vision. It used to be taught that these drugs have no 
effect upon any part of the clinicopathologic state 
except fever and arthritis. Most authorities recom- 
mended that administration of salicylates be stopped 
when such symptoms subsided. 

Now the belief is gaining popularity that salicy- 
lates probably influence many of the tissue changes 
of rheumatic fever. For example, in his article of the 
“Practical Therapeutics” series in GP for January, 
1953, Walsh advocated long-term administration of 
one of these drugs for the purpose of controlling the 
disease. 

Along the same lines, Fischel and co-workers re- 
ported in Medicine for December, 1952, that salicy- 
lates have greater purpose than symptomatic relief 
of fever and joint pain. Their ideas were derived 
from careful studies of individual patients having 
active rheumatic fever. They noted that when salicy- 
lates were prematurely withdrawn, there often was a 
rebound of localized symptoms of the disease. In 
individual cases, this sometimes took the form of a 
considerable worsening of cardiac inflammation— 
an especially evil eventuality. In other instances, 
salicylates were obviously important for suppression 
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of systemic manifestations (fever, leukocytosis, fast 
sedimentation rate). 

The authors reasoned that such rebounds were 
potentially harmful in any case and probably in- 
cluded serious aggravation of cardiac damage in 
some unknown percentage of cases. They therefore 
decided “that prolonged administration of salicy- 
late may be of greater value than an intermittent or 
relatively short course. It may be preferable to con- 
tinue this drug in moderate dosage for many weeks 
or months after all signs of rheumatic activity have 
subsided rather than run the risk of repeated re- 
bounds from premature withdrawal.” 

It is interesting that a change in attitude toward 
use of salicylates has been partly a result of expe- 
rience gained with trials of ACTH or cortisone in 
treatment of rheumatic fever. These newer agents 
came into use with an aura of popularity that made 
them seem more desirable than other time-worn 
methods. However, it was soon learned that the new 
agents are not curative, and it was a short step to the 
knowledge that their effect in controlling rheumatic 
fever is at least imitated, if not duplicated, by un- 
glamorous aspirin. 

The relative merits of salicylates, ACTH, and 
cortisone are still undergoing evaluation by means 
of co-operative investigations at a number of centers 
for treatment of rheumatic fever. Until the results of 
these investigations are published, a salicylate is the 
drug of first choice, but it should be administered for 
long periods—not just for symptomatic relief. 


Selected Scientific Exhibits 


WE Have just been looking over the list of Scientific 
Exhibits for the St. Louis Assembly in March. It 
struck us that you might be interested in how these 
exhibits are selected. 

For selected is definitely the proper word. The ex- 
hibits of doctors, clinics, and hospitals which you 
will find in Kiel Auditorium, next month, will all be 
there by specific invitation. A number of them are 
being created as visual supplements to the lecture 
program and will be displayed at our meeting for 
the first time. Others have been previously shown 
at some other meeting but have been invited to ours 
because they meet the qualification of “subject area 
integration.” 

All of them represent the result of some nine 
months of examination, analysis, and evaluation. 
They are the cream of the crop. 

Two years ago, the Committee on Scientific As- 
sembly formulated two basic rules regarding scien- 
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tific exhibits. There must be at least one exhibit that 
visually supplements each lecture on the formal 
program; and every exhibit accepted for our Assem- 
bly must make a contribution to the medical knowl- 
edge of the physicians who attend. 

We believe that you will undoubtedly agree with 
us, come March 23, that Dr. Merlin Newkirk and 
Dr. Joseph Lindner have done a splendid job of 


meeting these stipulations. 


The Negro Physician 


Tue Associated Press recently carried a dispatch 
which made the front pages of newspapers across 
the country. It announced that five Negro physicians 
had been admitted to membership in the Charles- 
ton, $.C., County Medical Association, marking the 
first time in the history of South Carolina medical 
groups that white and Negro doctors have belonged 
to the same local organization. The five, all general 
practitioners, can now join their state medical asso- 
ciation, the American Medical Association and the 
American Academy of General Practice, for which 
county membership is prerequisite. 

The American Academy of General Practice is 
glad to hail this forward step in medicine’s social 
progress. The world of the physician is bounded 
only by humanity itself. If disease knows no boun- 
daries of race, creed, or color, no more should those 
privileged to alleviate it. 

Universality is the hallmark of medicine; it be- 
comes, therefore, increasingly anachronistic for men 
of medicine to perpetuate any form of racial dis- 
crimination. Only when it is ended will the profes- 
sion have come of age. 


General Practice for Specialists 


AT CLINICAL sessions of the American Medical Asso- 
ciation, the scientific program is planned chiefly for 
general practitioners. The latest (Denver) session 
gave the impression, at times, that the business and 
political activities of the Association had similar di- 
rection. Seldom before has there been so much em- 
phasis of the importance of general practice to 
American medicine. 

One of the most interesting features was the pro- 
posal that any physician who wishes to become a 
specialist should first spend some time doing gen- 
eral practice. This idea was strongly expressed in 
A.M.A. President Louis Bauer’s address to the 
House of Delegates. Dr. Bauer advocated that all 
specialty boards should revise their requirements 


and should make general practice a prerequisite. 

As Dr. Bauer said, this would have several de- 
sirable effects. First, it would become possible for a 
general practitioner later to obtain certification as a 
specialist—a condition now impossible except in in- 
ternal medicine. More important than this, how- 
ever, it would automatically increase the number of 
men entering general practice each year. Although 
some of them would later turn to a specialty, we are 
sure that many of them would find general practice 
so attractive that they would abandon their previous 
intention to become specialists. 

Most important of all, if specialists were required 
to work for a time as general practitioners, they 
would have a much broader background of training 
than many of them now have. They would be better 
doctors in their specialties. 

Although there is nothing new in any of these 
ideas, it was refreshing to hear them discussed so 
favorably in the House of Delegates and in reference 
committee sessions. Also the final action of the 
House was quite encouraging. The Speaker was 
directed to appoint a committee to explore the 
means for making experience in general practice a 
prerequisite to specialty board certification. We be- 
lieve that a strong A.M.A. committee will be able to 
lead the way to accomplishment of this highly de- 
sirable change. Whether our high hopes are justified 
or not—only time can tell. 


Toxicity of Phenylbutazone (Butazolidin) 


PHENYLBUTAZONE (Butazolidin) is by no means an 
innocuous drug, according to two reports pub- 
lished in the Journal of the American Medical Asso- 
ciation for November 15, 1952. This agent is a syn- 
thetic derivative of pyrazol and has been marketed 
as an “antirheumatic” by Geigy Pharmaceuticals. 

Several clinical studies have testified to the effec- 
tiveness of phenylbutazone in relieving symptoms of 
rheumatoid arthritis, gout, and certain other mus- 
culoskeletal disorders. The mode of action of the 
drug is unknown, and pharmacologic reports on it 
are incomplete. The two articles mentioned before 
are the first impressive expositions of its harmful 
influences. 

Of 188 patients treated with phenylbutazone by 
Stephens and associates at the Southwestern Clinic 
and Research Institute in Tucson, Arizona, eighty- 
three patients (44 per cent) had some kind of toxic 
effect. There were instances of thrombocytopenia 
(31 patients), depression of hemoglobin level (18 
patients), dermatitis medicamentosa (9 patients), 
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edema (9 patients, with provocation of heart failure 
in one), peptic ulcer symptoms (7 patients), stimu- 
lation with euphoria and insomnia (3 patients), and 
repeated vomiting, gross hematuria, and serious 
hematemesis from pre-existing duodenal ulcer (2 
patients each). 

Steinbrocker and his co-workers reported a total 
of twenty-five undesirable reactions in thirteen out 
of fifty-two patients (25 per cent) treated with 
phenylbutazone. The types of toxic effects were es- 
sentially the same as those noted by the other in- 
vestigators. 

In both these studies, adverse side effects readily 
disappeared when phenylbutazone was stopped. 
In some cases, they were mild enough that the 
drug could be continued in spite of them. These 
facts, plus the impression that this new agent may 
have a place particularly in the management of 
rheumatoid arthritis, seem to justify its continued 
trial. At the same time, its potentiality for causing 
harmful effects is an obvious reason for caution. 


Anonymous Exhibitors? 


Scientiric exhibits—American style—have been 
used at a meeting of the British Medical Associa- 
tion, and at least one Englishman—V. C. Thomp- 
son—is disturbed about it. He encountered the 
disturbing exhibition in Dublin (maybe that ex- 


plains it), and he made his views clear in a letter 
printed in the British Medical Journal for August 
23, 1952. 

Thompson wrote, ‘This practice of scientific ex- 
hibits seems to be an import from the United 
States of America, and reminds me of an occasion 
when attending a large inter-State medical meeting 
in that country.I could afford to be amused at the 
‘scientific exhibition’? where medical men stood at 
their stalls with revolving models to attract the eye 
(and admitted it), and handed out reprints on their 
latest operation.” 

Thompson acknowledged that scientific exhibits 
at medical meetings have undoubted educational 
value. But he pleaded with the Ethical Committee 
of the B.M.A. to keep British scientific exhibitions 
anonymous. He opined that an exhibit that bears 
the name of an individual doctor is undignified 
propaganda. He would like it better if an exhibit 
were “in the name of a hospital or its special 
department.” 

This idea of anonymity is quite sound. Now that 
it has been called to their attention, many Ameri- 
cans will surely adopt it. After all, the men who 
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think and plan and work and create exhibits are 
not interested in having their names publicized. 
Enough for them to place their gems on view for 
the educational advantage of the viewers. Then 
they can stand dignified at their stalls with revolv- 
ing models to attract the eye, and hand out un- 
signed reprints on the latest operations. Of course 
these nameless exhibitors all will wear old school 
ties, but it will be impossible to identify them per- 
sonally. A few—the better known physicians—will 
wear clever disguises and will even muffle their 
voices. Anything to alter egotism. 


Tax Deduction Up for Study 


Members of the American Academy of General 
Practice have awaited with interest action on a bill 
before Congress to allow professional persons to 
deduct from current income taxes expenses incur- 
red in continuing postgraduate training. No action 
has been forthcoming. 

The Commissioner of Internal Revenue has al- 
ways held that funds spent for such purposes are 
not deductible. 

Recently, however, a test case was brought before 
the United States Tax Court in which a lawyer had 
been denied the right to deduct certain expendi- 
tures made by him in attending a series of lectures 
given by the New York University Institute of Fed- 
eral Taxation. Since this case involved the same 
issue, and paralleled in every way the case of medi- 
cal postgraduate education, the American Medical 
Association filed a brief as amicus curiae in the case, 
and obtained the services of an experienced tax 
lawyer in Washington as counsel. The tax court de- 
cided against the taxpayer (four judges dissenting), 
but the case will be appealed to the law courts. 

The outcome on this matter is of particular mo- 
ment to all doctors, the nature of whose work de- 
mands that they continue study throughout the 
lifetime of their practice if they are to obtain any 
degree of success. In the case of Academy members, 
who must continually engage in postgraduate study 
to retain membership in the Academy, the saving 
of taxation on income spent for such education 
becomes especially vital. 

The bill to exempt educational moneys of pro- 
fessional persons introduced into the 82nd Congress 
was referred to the House Ways and Means Com- 
mittee, where all tax bills must originate, but no ac- 
tion was taken on it. A new bill will doubtless be 
brought up before the 83rd Congress, and it is to 
be hoped that favorable action will ensue. 
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BY PAUL C. SWENSON, M.D. AND ROBERT B. JEFFERY, M.D. 


Department of Radiology, Jefferson Medical College Hospital, Philadelphia 


Three processes are simultaneously active in determining the density of bone: osteoid or matrix formation by 


osteoblasts; calcification; and bone erosion (calcium removal) by osteoclasts. Under pathologic conditions, deficient 


calcification or increased osteoclasis or both may cause localized or generalized defective skeletal mineralization. 


Regardless of mechanism, such defective mineralization invariably weakens the skeleton. 


Figure 1. Chart illustrating the balance between bone 
growth and bone absorption in health and disease. The 
vertical bars represent the amount of skeletal tissue at 
various periods. The slope of the lower line represents 
the rate of calcium loss, while the upper curved line rep- 
resents the rate of growth. The shaded portion of the 
vertical bars represents uncalcified osteoid tissue. (From 
Shanks and Kerley, A textbook of x-ray diagnosis, Vol. 
IV, Saunders, 1950.) 


GROWTH PERIOD—INCREASE ADULT—STABLE OLD AGE—ATROPHY — 


INCREASED Ca LOSS 
__HYPERPARATHYROIDISM OSTEOMALACIA AND RICKETS 


Ir 1s within the memory of many of us that the 
skeleton was at one time a rather neglected portion 
of the human body. Indeed, this statement might 
apply to any of the connective tissue structures 
and to most tissues of mesodermal origin. In the 
past the student was to a great measure told that the 
skeleton should be studied because of its importance 
as a supporting framework and as a means of at- 
tachment of muscles and tendons. He was mostly 
concerned with the skeleton as it applies to our 
knowledge of fractures and orthopedic work. 
While these phases of medical education are still 
important, we have come to think of the skeleton 
more as a living structure and as an integral part of 
the body physiology with far greater importance 
than its mere function of support. As radiologists, 
we speak with feeling, for there is nothing more im- 
portant to us than the hematopoietic function of 
the bone marrow. Moreover, the use of the x-ray 
as a diagnostic tool has enhanced our interest and 
knowledge of the skeletal system and has served to 
change our emphasis on this subject through the 
years. The concepts of skeletal physiology and 
growth, together with its relationship to calcium 
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metabolism and the whole body economy have also 
changed. 

We propose to review some of the basic and mod- 
ern concepts of skeletal physiology and the manner 
in which this is altered by diseases or disturbed 
function. As the title implies, we propose chiefly to 
discuss the reasons for the various radiographic 
manifestations in these conditions. 

The skeleton can often be used to reflect various 
gradations of systemic alteration. Not only are many 
local conditions best diagnosed by the radiographic 
changes seen in the bones, but other more general- 
ized abnormal states are recognized. They may be 
the result of metabolic disturbances, neoplastic 
change, hormonal imbalance, or alteration in the 
body chemistry producing significant radiographic 
changes in the skeleton. These findings have diag- 
nostic, therapeutic, and prognostic value. 

The radiographic density of bone is directly re- 
lated to its mineral content. It naturally follows 
that any alteration of bony tissue producing a 
change in either the total mineral content or in its 
arrangement, will, if sufficiently far advanced, pro- 
duce a corresponding alteration in the radiographic 
appearance. 

Such terms as “demineralization,” “‘decalcifica- 
tion,” “osteoporosis,” and others are often en- 
countered in medical writings. They may be used 
loosely, and in many instances, incorrectly. There- 
fore, an understanding of the normal physiology 
and dynamic histology of bone and associated tis- 
sues is necessary in order to interpret the abnormal. 


Anatomy and Physiology 


The whole skeleton, as was first pointed out by 
von Ebner, is made up of a mosaic of microscopic 
fragments, this structure being produced by con- 


Figure 2. Roentgenograms of a skull showing osteoporosis 
circumscripta in the frontal region. This is an early 
manifestation of osteitis deformans. Some authors believe 
this to be a hemorrhagic infarction of bone. 


Figure 3. Diagrams of transverse sections of cortex of 
long bones. (a) Uncalcified normal lamellar structure. 
(b) An outline of the same, showing normal calcified 
bone (black). (¢) Porosis, bone fully calcified but de- 
ficient in amount. (a) Hypocalcification as seen in long- 
standing rickets or osteomalacia. A large amount of this 
bone is noncalcified osteoid tissue (shaded). This would 
be invisible radiographically. (From Shanks and Kerley.) 
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tinued alternation in the processes of bone erosion 
and deposition. These changes continue in a less 
active form even into old age. In recent years, 
studies of calcium metabolism have shown that 
there is, throughout life, a continuous loss of cal- 
cium from the skeleton corresponding to a contin- 
uous process of bone erosion by osteoclasts. 

During the growth period, bone formation ex- 
ceeds bone destruction. In adult life the two proc- 
esses are approximately balanced; whereas, in old 
age, bone formation lags behind bone erosion, and 
a senile osteoporosis usually results (Figure 1). In 
addition to age variations, the balance between ero- 
sion and deposition is influenced by mechanical 
stress on the bone, with the result that bone tissue 
tends to be distributed along the lines of stress and 
thus becomes arranged for the best mechanical ad- 
vantage. 

Types of Bone. Bone can be divided into two main 
histologic types: (a) lamellar and (b) nonlamellar 
or “woven” bone. In its gross structure, lamellar 
bone is classified as either compact bone or can- 
cellous bone. The finer structure is essentially the 
same in each kind and consists of groups of lamellae, 
each being demarcated from neighboring groups by 
a so-called ‘cement line.” The difference between 
the two types of lamellar bone is in the actual ar- 
rangement of the lamellae. 

The cancellous bone has the richer blood supply. 
The trabeculae in cancellous bone (spongiosa) are 
for the most part thin enough to allow the bony tis- 
sue to obtain its nutrition from the surrounding 
blood vessels in the marrow spaces. The masses of 
bone tissue in compact bone (compacta) are, how- 
ever, too thick to obtain their nutrition from sur- 
face vessels and are therefore perforated by special 
vascular channels called Haversian canals. 

Except in fetal or early life, the skeleton is nor- 
mally made up of these two types of lamellar bone. 
However, in many pathologic states, woven bone is 
common. It is characterized histologically by the 
fact that the fibrils of the matrix are collected into 
bundles forming fibers of variable diameter which 
cross one another in different directions. They form 
an irregularly woven network. This type of bone is 
usually deposited in the form of irregular, coarse 
trabeculae. The bone cells are more numerous and 
more irregularly distributed than in lamellar bone. 
Any bone tissue formed rapidly under pathologic 
conditions will be of this type. Such pathologic 
woven bone, like fetal woven bone, is replaced even- 
tually by lamellar bone. 

Bone Formation. This consists of two distinct 


processes: (1) the formation of the collagenous 
matrix, and, (2) the mineralization of this matrix. 
In all types of bone, the matrix (collagen fibers 
plus the homogeneous ground substance or “‘ce- 
ment”) is produced by the activity of specialized 
connective-tissue cells (osteoblasts), some of 
which become incorporated in the matrix as this 
is formed. These later form bone cells and there- 
after play no further part in bone formation. 

In all types of bone the structural elements are 
formed before the mineral salts are deposited. The 
deposition of these salts may to some extent obscure 
the structural elements, but it does not change their 
arrangement in any way. The completed osteoid 
tissue thus has the same collagenous structure as 
the fully formed bone and cannot be distinguished 
from bone in completely decalcified specimens. 

Much work has been done on the chemical 
mechanism by which calcium salts are deposited in 
the bone matrix. The process is more complex than 
was at first supposed and has not yet been satis- 
factorily elucidated. Whatever may be the exact 
mechanism, it is clear that the bone matrix differs 
from ordinary connective-tissue, since this collagen 
has a greater affinity for mineral salts. Except in 
rickets, osteomalacia, or other allied conditions, it 
always calcifies soon after it is formed. No evidence 
has been produced to show that the chemical 
mechanism of calcification is reversible under con- 
ditions generally present in the tissues. Logan and 
Taylor conclude, from experiments on the solubility 
of the bone salts that, ‘‘once formed, the bone salt 
could not be dissolved unless the concentration of 
ions composing them were decreased locally to 
values considerably lower than those existing in 
the blood plasma.” The blood and tissue fluids con- 
tain too high a concentration of calcium and phos- 
phate ions and therefore cannot take up the bone 
salts. This fact would fit in with the histologic 
evidence that the process of calcium removal is 
localized to the surfaces of certain multinucleated 
cells called osteoclasts. 

In adults the deeper layer of the periosteum re- 
sembles ordinary fibrous tissue, but it is capable of 
being rapidly stimulated into activity by traumatic 
or inflammatory stimuli and also by the presence of 
tumor cells. New bone formation, therefore, often 
originates from the periosteum, whereas the under- 
lying bone. separated from its periosteal blood sup- 
ply, is more subject to vascular damage and usually 
reacts much less promptly than the overlying 
periosteum. 

In normal growth of lamellar bone, osteoblastic 
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activity is confined to the layer of cells which is 
depositing new osteoid lamellae on the bone sur- 
faces. Under pathologic conditions, endosteal bone 
formation often takes place in the marrow spaces 
away from the bone surface, as in internal fracture 
callus formation. Here, we find woven bone develop- 
ing from osteoblastic cells derived from the general 
marrow reticulum. 

Several recent workers stress the protean nature 
of cells of mesoblastic origin. Some of the mesoblastic 
cells normally retain their embryonic potentialities 
throughout life and apparently can differentiate into 
various cell types when the need arises. Osteoblasts 
must be regarded as functionally modified con- 
nective-tissue cells, being modified primarily by en- 
vironmental conditions and not by any highly 
specific differentiation of the cell. Under suitable 
conditions bone may be formed by connective-tissue 
cells in regions distant from the skeleton, as seen 
in round calcified foci in the lung, walls of arteries, 
and in scars. 

The whole skeleton, although formed of bone 
which is mechanically a continuous structure, is, in 
fact, made up in the form of a solid jigsaw pattern, 
the individual pieces of which were deposited at 
different times during the life of the individual. In 
younger children, in whom the processes of erosion 
and deposition have extended over a shorter period, 
one would expect a less intricate structure, and this 
is exactly what is found. In diseases where there 
has been a great deal of bone erosion with concom- 
itant new bone formation, as in Paget’s disease, 
the mosaic structure becomes much more marked, 
since the jigsaw pattern is composed of smaller 
pieces. 


Bone Removal 


The osteoclasts are not phagocytic in the sense 
that visible particles of bone are removed and en- 
gulfed in their cytoplasm, but the digestive (enzy- 
matic) action of one of them on the bone surface 
results in the formation of a small shallow pit, 
in which the cell comes to lie, thus producing the 
erosion pits called Howslip’s lacunae. This process 
is called “lacunar absorption.” A study of the edges 
of erosion pits in sections prepared so that the 
calcified and noncalcified matrix can be distin- 
guished, shows that in the process of osteoclasis 
the whole of the bone tissue, both mineral and organic 
matrix, is removed, leaving a perfectly sharp edge 
appearing as though the tissue had been removed by 
a punch. There is no evidence at all of decalcifica- 
tion of the bone matrix on the edge of the erosion 
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pit, nor is there any sign of injury to the bone 
cells in the neighboring cell spaces. 

Osteoclasts, therefore, erode living bone by a proc- 
ess that might be called “chemical chiselling.” It 
causes no visible alteration or injury to the cells or 
matrix even on the very edge of the line of erosion. 
There can thus be little doubt as to the bone-eroding 
power of the osteoclast. In at least one instance 
their erosive action has been directly observed. 
Kirby-Smith demonstrated osteoclastic erosion of a 
fragment of bone in a transparent chamber in a 
rabbit’s ear. 

Therefore, the removal of bony tissue can be 
brought about by an active cellular erosion, which 
removes both mineral salts and matrix together, 
without causing any “decalcification” or other de- 
fect in the quality or inherent structure of the bone 
that remains. 

Tumor cells invade bone and lead to rarefaction, 
but this erosion is again produced by stimulation of 
osteoclasts, and not by a direct erosive action of the 
tumor cells. 

Processes by which minerals can be removed from 
bone with or without a subsequent breakdown of the 
collagenous matrix have been described. One of 
these processes was termed “halisteresis,” a term 
meaning “salt deprivation.” It was used to describe 
a hypothetical process by which the mineral salts 
were removed from the bone matrix in rickets and 
osteomalacia. However, there is no satisfactory evi- 
dence for the existence of any of these mechanisms, 
nor is it necessary to assume their existence in 
order to explain the appearance seen in normal or 
pathologic bones. 

Under pathologic conditions, then, we find the 
following reactions in bone tissue. (1) Pathologic 
changes which are common to all tissues: these in- 
clude (a) inflammatory reactions in vessels and soft 
tissues inside or on the surfaces of bone, (b) changes 
due to partial or complete vascular obstruction as 
in aseptic necrosis, and (c) tumors. (2) Reactions 
which are to a large extent peculiar to bone: these 
represent either failures or distortions of one or 
more of the normal processes of bone absorption or 
bone deposition. 

Therefore, the wide range of histologic change 
seen in bone diseases is accounted for by various 
combinations of the relatively few fundamental re- 
actions regardless of initiating stimuli. 

All of these conclusions concerning the mecha- 
nisms of bone deposition and absorption apply not 
only to normal but to pathologic conditions of bone 
as well. 
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Figure 4. Chronic stage of osteomyelitis of a femur. A dense ap- 
pearing sequestrum is seen lying in the cavity partly formed by 
the involucrum. It appears dense due to the presence of the sur- 
rounding osteoporotic bone or granulation tissue. 


Figure 5. ““Osteosclerosis” of the left femur and innominate 
bone in a 44-year-old female with myelofibrosis due to leukemia. 
The denseness is produced by the filling up of the cancellous 
spaces with added bone. 


Figure 6. A 36-year-old female with “marble bones,” demonstrating the 
increased densities at the margins of the vertebral bodies. The mandible 
demonstrates a superimposed osteomyelitis following a tooth extraction. 


Changes in Bone Density 


Osteoporosis (Deossification). This term should be 
defined as a rarefaction of bone brought about by 
diminished osteoblastic activity or by a removal of 
bone substance by osteoclastic activity. The total 
bony tissue is thus reduced in amount; what re- 
mains, shows no histologic evidence of loss of cal- 
cium. This is to say, there is no increase in the 
amount of uncalcified osteoid tissue. On chemical 
analysis, the individual fragments have a normal 
chemical content (Figure 2). 

Hypocalcification, or Better, Hypomineralization. 
This term has been used to describe the condition 
met in rickets or osteomalacia, diseases in which 
the bony tissue contains a smaller amount of cal- 
cium than normal. This is shown histologically by 
the fact that there is an abnormal amount of noncal- 
cified osteoid tissue and chemically by the fact that 
an analysis of individual fragments shows an abnor- 
mally low-calcium content. The term hypocalcifi- 
cation is preferable to the term decalcification 
because it expresses the fact that the bone is not 
fully calcified without assuming that the calcium 
has been subtracted as does the expression decalcifi- 
cation. Hypocalcification, then, is not produced by 
withdrawal of calcium (halisteresis,) but by a failure 
to calcify (Figure 3). 

So-called Hypercalcification (Sclerosis or Eburna- 
tion). There is no condition known in which the 
bone substance contains more calcium than normal. 
An increase in radiographic density is due to (1) 
contrast with surrounding bone, (2) addition of 
new bone with thickening of the part, or (3) filling 
up of cancellous spaces within the bone. An ex- 
ample of such increased density due to contrast is 
seen in the case of a sequestrum (Figure 4). This is 
a piece of relatively compact bone which stands out 
in contrast to a surrounding necrotic area either 
septic or aseptic. 

So-called osteosclerosis is produced either by a 
deposition of additional bone of normal calcium 
content upon existing bone surfaces, or as new 
trabeculae filling marrow spaces (Figure 5). 

Filling up of cancellous spaces within the bone 
may result from (a) an ossifying or calcifying tumor ; 
(b) bone debris produced by the collapse and im- 
paction of cancellous bone, as in some types of 
aseptic necrosis; and (c) rarely from a reaction to 
chronic infection such as that encountered in cal- 
cified caseous tuberculosis. 

In each case the bone tissue does not contain 
more calcium than normal; there is simply more 
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bone tissue containing the usual amount of cal- 
cium, or perhaps more of this tissue is crowded 
into the same unit volume. 

There is one entity which deserves special men- 
tion under this heading, namely, marble bones or 
osteopetrosis, so-called because the skeleton appears 
unusually dense (Figures 6 and 7). However, this 
diagnosis is purely a radiologic one since the in- 
creased density is not due to a spread or condensa- 
tion of the cortex, but rather to the deposition of cal- 
cium-containing material in the medullary cavity. 
This material is relatively soft so that a bone which 
appears to be really marble-like is actually more 
brittle and more vulnerable. 

The only real sclerotic, eburnated, or ivory-like 
bone occurs in the dense cortex of a chronic 
osteomyelitis. 

For the sake of completeness, diseases such as 
melorheostosis (flowing exostosis) and leontiasis 
ossea should be included (Figure 8). In the case of 
the first, the new bone formation is an additive 
mechanism with the new bone laid down periph- 
erally. Its cause is not entirely understood. The 
second is a fibrocystic change in the bone which, 
because of the resulting increased thickness of the 
part, makes the bone appear denser on the film. 
There is actually no increase in bone tissue. 


Rickets and Osteomalacia 


Pommer, as reported by Shanks and Kerley, con- 
cluded that the essential factor in rickets or osteo- 
malacia is a defective calcification of the osteoid 
matrix formed during the disease. He further con- 
cluded that there was no evidence of abnormal cal- 
cium withdrawal, but that the softening of the bones 


Figure 7. Same case as Figure 6, demonstrating further involve- 


ment of the pelvis and femur by osteopetrosis. 


is due to the fact that during normal bone growth 
and reconstruction, the mature bone, calcified be- 
fore the onset of the disease, is gradually removed 
by normal osteoclastic erosion, and should be nor- 
mally replaced by new bone. However, since new 
osteoid tissue fails to calcify or calcifies imperfectly, 
the skeleton gradually becomes softer. Pommer also 
found no evidence that osteoclastic erosion is more 
rapid in rachitic subjects than in normal children 
of the same age. 

Therefore, the disease is not due to any factor in 
the bones themselves, but to extraskeletal factors 
which interfere with proper calcification of new 
bone formed during the disease. The fact that the 
development of noncalcified osteoid tissue corre- 
sponds with the deposition of new bone, as regards 
site and rate of growth, shows that the process is 
simply a failure to calcify (Figure 9). This conceptis 
supported clinically,microscopically,and chemically. 

Metabolic studies have shown that the rate of re- 
moval of calcium from the skeleton is not increased 
in rickets, whereas it is increased in diseases in 
which there is increased osteoclastic activity. 


Figure 8. A case of polyostotic fibrous dysplasis in a 16-year-old boy, demonstrating fibrocystic changes in the humerus and skull. 
The changes in the skull are representative of one form of leontiasis ossea. The increased density is not due toadditional bone formation. 
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Influence of Blood Supply 


Much has been written on the effects of blood 
supply on bone growth and on bone absorption. 
Various laws, such as, “Hyperemia always causes 
bone absorption,” have been offered. Unfortunately, 
the factors involved are rather complex and do not 
appear to operate according to such simple rules. 
On the other hand, there are a few fundamental 
factors, as follows: 

1. Since both bone deposition and bone absorption 
are active cellular processes requiring a supply of 
oxygen and nutritive fluids, neither can take place in 
the absence of a blood supply. On this account an 
infarcted area in bone remains structurally un- 
changed until revascularized. 


Figure 10. Severe osteoporosis, typical of Sudeck’s atrophy, 
which followed a painful injury to the wrist. 


Figure 9. A case of vitamin-D-resistant rickets showing progressive calcification of the abundant osteoid tissue in the provisional zone 
of calcification and in the epiphyseal ossification centers in response to millions of units of vitamin D. 


2. Where there is very active bone formation, as in 
the metaphysis of a growing bone or in a healing 
fracture, an increased vascular supply is present. 

3. Active bone formation and active osteoclastic 
absorption are often found together,even in different 
parts of a single bone trabecula. Therefore, it seems 
reasonable to assume that the same circulatory con- 
dition may favor both processes. 

An effect that appears to be stimulatory to bone 
growth is seen secondary to hyperemia following 
trauma or inflammation. Caffey points out that 
chronic regional hyperemia of adjacent epiphyseal 
cartilages, induced by long-standing continuous or 
recurrent hemarthrosis, is believed to be responsi- 
ble for accelerated maturation and hypertrophy of 
the adjacent epiphyses. Moreover, the chronic osteo- 
myelitis of joint tuberculosis may produce an in- 
crease in the growth rate and ossification at the 
epiphyseal line. This effect is apparently produced 
by collateral hyperemia, since the focus of infection 
does not involve the epiphyseal line itself. 

Pommer believed that osteoclastic activity is favored 
by an increase in “tissue pressure” in the medullary 
spaces. Such increased pressure could be produced 
by vascular overfilling or by an increase in the 
cellular or fluid content of the soft tissues confined 
within these spaces. He thus explained the active 
osteoclasis, with resulting rarefaction, found in neo- 
plastic and inflammatory conditions and also in 
some cases of local venous congestion. Acute post- 
traumatic bone atrophy (Sudeck’s atrophy) (Figure 
10), accompanied by local cyanosis and edema, is 
believed by Pommer to be due to an increased 
osteoclasis produced in this way. Pommer also 
thought that less acute types of atrophy following 
disuse are due not so much to the lack of stimulus 
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to bone formation as to increased osteoclastic ab- 
sorption resulting from venous stagnation. Since 
the venous return from the limbs is considerably 
facilitated by muscular movement, inactivity tends 
toward venous stagnation and hence increased 
venous pressure within the bone spaces. The bene- 
ficial action of massage in preventing disuse 
atrophy could be explained on this basis (Figure 11). 

That similar circulatory changes may stimulate 
both types of response is evident, since cases are 
reported in which venous obstruction resulted in 
osteosclerosis rather than rarefaction. It is, how- 
ever, certain that a severe diminution in arterial 
blood supply will retard bone formation. 

Nerve Influences. The autonomic nervous system 
may also have a role in the production of bone 
‘a change. For example, it is known that the blood 
circulation of bone is profoundly altered in Paget’s 
disease (Figures 12 and 13). The autonomic nervous 
system controls the blood vessels, increasing or de- 
creasing the volume flow of blood, subject to various 
influences. Moore believes that a disorder of the 
autonomic nervous system, either functional or 
organic, perhaps brings about the increased vas- 
cularity of the bone in osteitis deformans. This 
theory can account for the increased volume flow of 
blood in the involved bones, the variable stages of 
bone absorption, the increased growth of the bones, 
ae and the local thermogenesis, which is the product 
i of accelerated metabolic rate. In no other way can 
the phenomena of osteitis deformans be explained, 
according to this author. He measured the volume 
= flow of blood in a case of monostotic Paget’s disease 

ers and found it to be 2.48 times greater than in the 
vie other bones. In a similar case, Klippel and Pierre- 
Weil found that the surface temperature averaged 
5° C. higher over the involved limb than over a 
corresponding normal limb. 
Leriche, as reported by Moore, attributes the 
bone changes in acute post-traumatic bone atrophy 
(Sudeck’s atrophy) to an initial hyperemia in- 
duced by a local autonomic axon-reflex initiated by 
injury. The first vasomotor disturbance seen in 


Figure 11. Osteoporotic changes in the ankle and foot following 
immobilization for fracture. After restoration of function, the 
disuse atrophy cleared completely. 


Figure 12. An advanced case of Paget’s disease of the pelvis, 
demonstrating the typical thickened, “criss-cross” trabeculae 
and associated structural changes. 


Figure 13. (a) A case of Paget’s disease demonstrating circumscribed osteoporosis. (b) A roentgenogram of a skull demonstrating a later- 
phase of the same disease. Note the basilar invagination due to softening of the base of the skull. 


Figure 14. An unusual case of multiple myeloma producing marked, somewhat cystic rarefaction of bone. The initial chemical studies 


and bone marrow examination were inconclusive 


Figure 15. Proved osteogenic sarcoma in a 16-year-old boy, 
demonstrating new bone formation as a result of abnormal 
osteoblastic activity. 


Figure 16. Hyperparathyroidism, demonstrating generalized 
osteoporosis with typical cystic changes in the pelvis and femur. 


such cases is one of apparent vasodilation, with 
increased warmth of the affected limb. The ischemic 
phase is a later manifestation. If these postulates 
are accepted, these bone changes can be explained 
on the basis of a disturbance in the blood supply 
to bone in turn controlled by the autonomic nervous 
system. 

Bone Infarction. Interference with the blood sup- 
ply is also an important cause of necrosis of bone. 
The blood supply may be interfered with in various 
conditions such as inflammations, vascular disease, 
or trauma. Vascular obstruction produces bone in- 
farction or what is more popularly termed an area 
of aseptic necrosis. This is characterized histolog- 
ically by the loss of nuclei and disappearance of 
bone cells, so that the cell spaces in the bone matrix 
appear empty. The bone matrix itself remains un- 
changed until removed by osteoclasts. Dead bone 
which has become revascularized again appears like 
living bone. 

The chief characteristic which is responsible for 
the radiographic recognition of dead bone is its in- 
activity; it remains unchanged in the midst of a 
region in which a marked rarefaction commonly 
develops, and it cannot be recognized by roentgen 
methods until sufficient time has elapsed for such 
rarefaction to develop. Since neither osteoclastic ab- 
sorption nor bone formation can take place without 
a blood supply, a mass of dead bone remains for a 
time architecturally intact, showing no loss of con- 
tinuity with its surroundings and no other changes 
that can affect the x-ray picture. It is only after 
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blood vessels and fibroblasts from the surrounding 
tissue begin to invade the necrotic portion, giving 
rise to both osteoclastic and osteoblastic cells, that 
absorption of dead bone and deposition of new 
bone take place. It is with this revascularization 
that radiographic changes become apparent. 


Inflammatory Conditions 


Bones may show three reactions to inflammation. 
These are (a) necrosis, (b) osteoclastic erosion, 
and (c) new bone formation. Necrosis is undoubted- 
ly produced by interference with the blood supply. 
Since numerous osteoclasts are produced at the 
surface and margins of granulation tissue, a very 
active erosion can take place. In a similar fashion, 
new bone formation can be stimulated by alterations 
in the blood supply, increase in the “tissue pres- 
sure,” or in the presence of stimulatory substances 
such as bacterial or tissue toxins. 


Effects of Tumors 


Invasion of bone by either primary or secondary 
tumors can produce both bone absorption and new 
bone formation. Bone absorption usually predomi- 
nates (Figure 14). It is relatively rare for bone 
formation to dominate the picture and produce an 
osteosclerotic reaction to tumor invasion. 

The striking absorption of bone which is com- 
monly produced by an invading tumor has led to 
the belief that tumor cells are capable of eating 
away the bone matrix. There is good ‘evidence to 
show that tumor cells do not themselves erode the 
bone, but in some way stimulate an active erosion 
by local osteoclasts. The mechanism of this stimu- 
lation remains uncertain. Two obvious possibilities 
are (a) the action of diffusible products from the 
tumor cells, or (b) alterations in such local condi- 
tions as blood supply or pressure within the bone 
spaces. 

Careful examinations of some specimens show 
that active osteoclastic erosion takes place before the 
tumor cells come in contact with the bone. Layers 
of spindle cells containing osteoclasts have been 
found separating the tumor cells from the bone. 
Such observations show that the invasion of the soft 
tissues of bone spaces by tumor cells stimulates 
osteoclastic erosion which usually results in an ex- 
tensive local rarefaction. A benign tumor, such as 
an enchondroma, produces local absorption of bone 
in the same way, by stimulating osteoclastic ab- 
sorption. 


Bone production as a result of invasion of bone 
by tumor cells occurs with metastases from certain 
types of growth such as prostatic carcinoma or 
sclerosing sarcoma. The rate of growth of the tumor 
cells is an important factor in determining this re- 
action. It usually occurs with slow-growing types of 
tumor which produce a marked fibrotic reaction in 
the soft tissues. Metastases from slow-growing 
scirrhous carcinomas of the breast and stomach may 
produce osteosclerosis. In sclerosing osteogenic sar- 
comas, much of the bone formation is the result of 
stimulation of the endosteal and periosteal tissues 
by the presence of the tumor and is not the product 
of the tumor cells themselves (Figure 15). 


Hormonal Disturbances 


Changes in bone density, structure, and growth 
patterns have been noted in many endocrine dis- 
orders. Perhaps the most striking change is seen in 
hyperparathyroidism. Here the basic change in the 
skeleton is a generalized osteoporosis (Figure 16). 
It would appear that an excessive amount of cir- 
culating parathyroid hormone is capable of over- 
stimulation of osteoclasis. It would also appear that 
there is inadequate replacement by new bone. 

Histologically, there is an increase in the number 
of osteoclasts, connective-tissue proliferation, and 
fibrosis of the bone marrow. The fibrous tissue 
response is believed to be an attempt at local repair. 

The effect of the hyperparathyroid state in pro- 
moting the “mobilization” of calcium and phos- 
phorus must obviously be exerted upon the entire 
skeleton. Therefore an essential feature of the radio- 
graphic picture is a generalized osteoporosis, re- 
gardless of the presence or extent of other changes. 
The other findings vary considerably. They include 
the typical multiple foci of osteitis fibrosa, with or 
without benign giant-cell tumors and single or 
multilocular cysts. There may be evidence of hem- 


Figure 17. Postmenopausal osteoporosis of the spine in a 
59-year-old female, exhibiting the typical biconcave 
pressure deformities of many of the vertebral bodies. 
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Figure 18. Generalized osteoporosis in a 16- 
year-old girl with proved ovarian agenesis. 


orrhage, cortical thinning, and localized expansion 
of the bones leading to fractures and deformities. 
Every conceivable variation may occur, from mild 
osteoporosis with slight fibrosis, to extensive cystic 


change with giant-cell tumor formation. 

Further evidence of excessive mobilization of cal- 
cium from the skeleton is seen in the blood chemical 
changes and the aberrant soft tissue calcification. 

Other endocrine states have associated osteoporosis. 
We refer to (1) postmenopausal osteoporosis (Figure 
17), (2) Cushing’s syndrome, (3) hypothyroidism, 
(4) hyperthyroidism, (5) hypogonadism (Figures 18 
and 19), (6) Hurler’s syndrome, and (7) diabetes. 
These conditions of hormonal imbalance produce 
disturbances in the osteogenic-osteolytic balance 
and thereby give rise to the defective mineralization 
of the skeleton. It is not known whether the effect 
is one of increased osteoclasis or decreased osteo- 
blastic activity. 

Cantarow believes that the bone changes seen in 
Cushing’s syndrome (hypercortical adrenalism), 
thyrotoxicosis, and hypogonadism are probably due 
to increased protein catabolism resulting in im- 
paired matrix formation. 


Osteogenesis Imperfecta 


Any discussion of defective mineralization must 
include this fortunately rare condition (Figure 20). 
It is usually recognized in fetal life and in the new- 
born, but may continue to a lesser degree into 
adult life. The bones are unusually soft, multiple 
fractures are common, and there are other clinical 
manifestations accompanying the condition, such as 
blue sclerae. 

We know little about the disease except that it is 
due either to an inherent defect in the ability of the 


Figure 19. Generalized osteoporosis in a 44-year-old 
eunuchoid male. Note the unfused iliac crest epiphyses. 


Figure 20. Osteogenesis imperfecta in a 12-year-old girl, demon- 
strating several spontaneous fractures, thinning and irregular 
narrowing of the cortices of the long bones in their mid- 
portions, with widening of the ends of these same bones. 
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Figure 21. A case of Still’s disease in 
a 12-year-old boy. Note the gener- 
alized osteoporosis with localization 
of more advanced change in the re- 
gion of the involved joints. 


Figure 22. Polyostotic fibrous dys- 
plasia associated with a pathologic 
fracture. 


osteoblast to form normal bone, or to an inability 
of the body to form osteoblasts. The basic defect 
lies in the absence of a normal bone-building 
mechanism. 


Nutritional Disturbances 


One wonders how much the generalized skeletal 
disturbance in Still’s disease (Figure 21) or rheuma- 
toid arthritis is a result of disuse, and how much a 
result of depletion of the bodily intake of essential 
dietary elements. 

Marked inanition, hypoproteinemic states, or de- 
ficiencies of other essential nutrients may have as- 
sociated marked osteoporosis. Again, the mecha- 
nism is obscure. 

Polyostotic fibrous dysplasia, associated with other 
endocrine disorders, is much like the localized type. 
It is very often, however, due to other conditions 
than hyperparathyroidism, as in the McCune-Al- 
bright syndrome where there is also an associated 
endocrine abnormality (Figure 22). 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Here's a Helpful Hint. . . Shin For 


A CLEVER instrument of value in skin suturing has been devised by Dr. Solomon Albert. 
Figure 1 shows the forceps with divided tips to allow the passage of a needle through the 
skin without slipping. Figure 2 shows the instrument picking up the skin edge. In Figure 3 a 
curved skin needle is passing through the skin edge firmly grasped in the forceps. In Figure 4 
the needle is withdrawn from the under skin surface. 

The advantages of these forceps are: (1) Because of their manner of application to the 
skin, stitches can be placed at exactly the same distance from the edge of the wound on 
each application; (2) they do not allow the skin edge to slip away from the forceps on either 
the outer or the inner surface of the edge; (3) when skin grafts are being applied, the edge of 
the graft can be folded over the skin edge of the defect so that when the needle is passed 
through both, the graft will not be lifted away from the underlying tissue. Although these 
forceps are in the experimental stage, it is planned to have teeth along the inner surface of 


the bifid ends of both lips. 
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BY MARK H. LEPPER, M.D. AND HARRY F. DOWLING, M.D. 
Department of Medicine, University of Illinois College of Medicine, Chicago 


Management of the patient with meningitis depends on (1) early recognition of the meningitic state; (2) proper 


differentiation into etiologic groups by accurate clinical and spinal fluid studies; (3) establishment of diagnosis, 


or in a certain situation, a reasonably strong presumptive diagnosis before starting treatment; (4) selection of 


treatment according to specific etiology. 


MENINGEAL infections are always serious and, with- 
out proper treatment, often fatal. Many of them ad- 
vance rapidly, allowing the physician only a few 
days and sometimes only a few hours in which to 
establish the proper diagnosis and initiate the treat- 
ment which may spell the difference between life 
and death. The first steps taken to initiate diagnosis 
and treatment are therefore the all-important ones, 
and in 99 per cent of cases, it falls to the lot of the 
general practitioner to take these steps. 

What should he do first? What symptoms and 
signs are important? What can he do alone and 
when must he depend upon the laboratory? Which 
antibiotic should he use? These are some of the 
questions which we shall attempt to answer on the 
basis of 632 cases of meningitis observed by us 
during the past two years. 

In infections of the meninges, even more than in 
other bacterial disease, diagnosis comes first. A false 
start of treatment and the patient may be con- 
demned to weeks of unnecessary injections. A false 
start and the disease may be suppressed enough to 
be masked but not eradicated. This is particularly 
true when antibiotics are given for what appears to 
be a respiratory infection. The doses which are suf- 


ficient for such infections do not penetrate the 
blood-brain barrier in sufficient quantities to cure 
meningitis. The meningeal infection then spreads 
insidiously and when it becomes obvious that it is 
out of control, it is too late. This is no mere theo- 
retical point, as shown by the fact that one-fourth of 
our patients with meningitis had received antibac- 
terial drugs from two to seventeen days before the 
correct diagnosis was suspected. 


Diagnosis of Meningitis 


The first invariable rule should be to examine 
every patient with an infection for signs of menin- 
gitis. If the neck is stiff on flexion or the Kernig’s 
sign is positive, a lumbar puncture should be per- 
formed. It can be performed in the home, provid- 
ing facilities are available so that the proper tech- 
nique can be used and the spinal fluid can be ex- 
amined promptly. If nuchal rigidity is absent and 
Kernig’s sign negative, it is unlikely that meningitis 
is present, except in infants. In this particular age 
group the physician should be alert to obtain spinal 
fluid if the fontanelles are bulging or there is a low. 
weak cry in the presence of fever. 
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How should the spinal fluid be examined ? It should 
be examined grossly and the cerebrospinal fluid 
pressure should be determined if possible. A total 
cell count and a differential count should be done. 
Chemical examinations include quantitative determi- 
nation of sugar, protein, and, if possible, chlorides. 

Bacteriologically, the centrifuged sediment should 
be stained with Gram’s stain and preferably also 
with methylene-blue and bacteria searched for. If 
pneumococci or influenza bacilli are suspected, they 
should be typed by the capsular-swelling method, if 
possible. In any event, the fluid should be cultured 
for the common bacteria and if tuberculous menin- 
gitis is suspected, suitable media should be used for 
the detection of tubercle bacilli. 

Unless the persons who perform these tests are 
accustomed to seeing many cases of meningitis, it is 
imperative to save the specimen of spinal fluid. These 
few drops of fluid carefully preserved in a refriger- 
ator may prevent endless trouble later. If the patient 
is sent to a hospital, the specimen of spinal fluid 
should be sent along. This is particularly important 
if specific treatment has already been started. 

These laboratory tests give the information out- 
lined in Table 1. It is obvious that if the leukocyte 
count is above 1,000 and the cells are mostly poly- 
morphonuclear leukocytes, meningitis caused by 
bacteria other than tubercle bacilli is most likely to 
be present. Exceptions to this rule occasionally 
occur in the first few days of meningitis. Especially 
in meningococcic meningitis, the early leukocyte 
count may be below 1,000 per cubic millimeter, but 
even here polymorphonuclear cells are usually pre- 
dominant. Early in the course of viral or tuberculous 
meningitis, polymorphonuclears may predominate, 
but the count will almost always be under 1,000 per 
cubic millimeter. In these instances, subsequent 
lumbar punctures will be needed to establish the 
true diagnosis. 

The spinal fluid sugar is low in acute bacterial in- 
fections. However, its level depends on the duration 
of the disease and its severity. In one-third of the 
patients with meningococcic meningitis in our 
series, it was 50 mg. per 100 cc. or over. It is more 
regularly reduced in other types of coccal and bacil- 
lary meningitis. The protein content is almost 
always increased, although its height depends on the 
duration and, to some extent, on the severity of the 
illness. 

Certain clinical features help focus one’s attention 
on the possibility that certain bacteria are the most 
likely etiologic agents. Thus, when a typical pur- 
puric rash and/or joint involvement are observed, 


meningococcic infection is most likely. In a child 
under 2 with a slightly less acute course than one 
usually expects in meningitis, influenza bacillus 
infection is probable, particularly if pneumonia is 
present. When a patient has mastoiditis, beta 
hemolytic Streptococcal infection should be sus- 
pected. 

Tuberculous meningitis is the only disease in 
which the cells are mostly lymphocytes and the dex- 
trose concentration is lowered, with the exception 
of some cases of meningitis caused by the fungi and 
Brucella. The chlorides are usually depressed in 
tuberculous meningitis, and the proteins over 100 
mg. per cent except in early infections. The tuber- 
culin test is positive unless the patient is moribund. 
A history of tuberculosis in the patient or in the 
family, x-ray evidence of pulmonary tuberculosis, 
or finding tubercle bacilli in a sputum smear are 
helpful in establishing the diagnosis. 

The fungal infections can be suspected in a pa- 
tient ill with a lymphocytic meningitis which runs a 
protracted course. The spinal fluid sugar may be 
normal until the disease has reached the stage where 
many, organisms can be seen on direct examination 
of the spinal fluid. A rather frequent error in the 
case of cryptococcosis is the failure of the examiner 
to recognize the fungi but instead to call them 
lymphocytes. Therefore, in any chronic meningitis 
where the lymphocyte count is reported as very 
high and the sugar content as low, the physician in 
charge should make sure this error has not been 
made. The diagnosis is usually made by finding the 
organism by smear or culture of the spinal fluid, 
although skin tests and serologic tests are occa- 
sionally of help. 

Although acute syphilitic meningitis may be sus- 
pected from the history, the diagnosis is usually 
made only by a positive serologic test. Protozoal in- 
fections of the central nervous system are extremely 
rare and are mentioned here only for the sake of 
completeness. 

The viral infections of the central nervous system 
are a heterogeneous group, and a definitive diag- 
nosis cannot always be made. A careful neurologic 
examination and knowledge of its prevalence in the 
community are helpful in making the diagnosis of 
poliomyelitis. Likewise, a history of parotitis in the 
patient or in contacts is good evidence for the 
presence of mumps meningitis or encephalitis. 

Several types of aseptic meningitis occur in asso- 
ciation with bacterial diseases. The most serious is 
that which accompanies an abscess impinging on the 
meninges. These are frequently associated with 
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osteomyelitis of the inner table of one of the para- 
nasal sinuses or mastoids; hence a careful examina- 
tion and x-ray studies of these areas should be made 
in all patients with lymphocytic meningitis of un- 
known origin. Similarly, a chest x-ray should always 
be made, since cerebral abscesses are so frequently 
metastases from abscesses of the lung. In the spinal 
fluid of these patients the dextrose content is usually 
within normal limits, the protein content slightly 
elevated, and the leukocyte count increased and pre- 
dominantly lymphocytic. Bacteria can rarely be cul- 
tured from the cerebrospinal fluid. A similar aseptic 
meningitis is seen at times during the course of 
acute or subacute endocarditis with multiple septic 
cerebral emboli. Only a careful examination of the 
patient and evaluation of the entire clinical picture 
as to signs of sepsis, pulmonary disease, focal neu- 
rologic findings, and the like will help make the 
diagnosis in these patients. 

Another type of lymphocytic meningitis related 
to bacterial infection is that seen following strepto- 


coccal infection and was reported by Sweet, et al. 
following scarlet fever. In this condition, the spinal 
fluid is exactly like that described for a viral in- 
fection, but no evidence has been found that in any 
of these patients a virus was the causative agent. 


Treatment of Purulent Meningitis 


Table 2 indicates the drugs and the routes of ad- 
ministration which are recommended for the dif- 
ferent types of meningitis, and Table 3, the doses of 
the various drugs. The effectiveness of sulfonamide 
drugs in meningococcic infections has long been 
established. Sulfisoxazole (Gantrisin) is as effec- 
tive as any sulfonamide drug and is recommended as 
first choice because it rarely produces renal calculi. 
We have shown that penicillin in doses of one mil- 
lion units intramuscularly every two hours is as 
effective as sulfisoxazole, but the former is, of 
course, more expensive. 

Most patients who fail to recover from meningo- 


Table 1. Classification of meningitis by etiology with usual* spinal fluid findings. 


Etiology 
(group and common 
infections within type 
the group) 


predominant 


Cerebrospinal Fluid Findings 


dextrose protein 


Bacterial 
Nontuberculous Over 1,000 

Meningococcus 

Pneumococcus 

Staphylococcus 


Tuberculous Under 1,000 


Fungal 
Cryptococcus 
Blastomycosis 


Under 1,000 


Spirochetal 


Syphilis Under 1,000 


Protozoal 


Malaria Under 1,000 


Toxoplasmosis 


Viral 
Poliomyelitis 
Mumps meningo-encephalitis 
Lymphocytic choriomeningitis 


Under 1,000 


Positive by 
special cultures 


Positive by 
special cultures 


100 to 1,000 


Negative 


100 to 1,000 


*For exceptions, see text. 
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"i Polymorpho- Low or 100 to 1,000 Low Positive 
nuclear normal 
Lymphocytic Low 100 to 2,000 Low 
Lymphocytic Normal or Normal or 
wae low low 
Lymphocytic Normal 100 to 500 Normal or 
low 
low 

PS Lymphocytic Normal Up to 200 Normal or Negative 
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Table 2. Recommended treatment for meningitis of various etiologies. 


etiology 


treatment of choice 


other 


Meningococcus 


Pneumococcus 


Streptococcus 


Staphylococcus 


Coliform organisms 


Friedlander's bacillus 


Pseudomonas aeruginosa 


Unknown origin 
Under 10 years 
Over 10 years 


Viral 
Bacterial 
Tuberculous 


Fungal 
Cryptococcic (Torula) 
Blastomycosis 


Spirochetal 
Treponemal 
Leptospiral 


Unknown origin 
Fulminating 


Other 


purulent meningitides 
Sulfisoxazole* or sulfadiazine intravenously and 
orally or penicillin intramuscularly. 


Penicillin, intramuscularly with or without 
streptomycin, 


Penicillin, intramuscularly with or without 
streptomycin. 


Penicillin, intramuscularly and intrathecally (2) and 
bacitracin, intramuscularly and intrathecally, or 
streptomycin, intramuscularly. 


Aureomycin, intravenously and orally or terramy- 
cin, intravenously and orally. 


Aureomycin, intravenously and orally, or terramy- 


cin intravenously and orally. 


Chloramphenicol, intravenously and orally. 


Polymyxin, intramuscularly and intrathecally. 


Same as tr 
Same as tr 


lymphocytic meningitides 


None 

According to etiology. 

Isoniazid, intramuscularly or orally. 
Streptomycin, intramuscularly and intrathecally. 


Sulfonamides, intravenously and orally. 
Stilbamidine 


Penicillin, intramuscularly. 
Penicillin, intramuscularly or aureomycin or 
terramycin, intravenously and orally. 


Same treatment as for unknown purulent. 


None, until etiology is established. 


Aureomycin or terramycin intravenously and orally 
have given good results. 


Avreomycin, intravenously and orally, or 
terramycin intravenously and orally seem less 
effective. 


Avreomycin, intravenously and orally or 
terramycin intravenously and orally seem less 
effective. 


Aureomycin, intravenously and orally. Terramycin 
intravenously and orally, chloramphenicol, intra- 
venously and orally, or combinations with others as 
indicated by sensitivities. 


Chloramphenicol, intravenously and orally. Poly- 
myxin, intramuscularly and intrathecally, if this fails. 


Chloramphenicol, intravenously and orally. 
Polymyxin, intramuscularly and intrathecally, if this 
fails. 


Aureomycin, intravenously and orally. Terramycin, 
intravenously and orally. Polymyxin, intramuscularly 
and intrathecally. 


Streptomycin, intramuscularly and sulfonamides, 
intravenously and orally, may be tried first. 


*Gantrisin 


coccic infections have a Waterhouse-Friderichsen 
syndrome. This condition requires prompt treat- 
ment with large doses of adrenal hormones and 
plasma and/or blood, in addition to the immediate 


administration of the sulfonamides and penicillin. 

In pneumococcic infection, penicillin alone ap- 
pears superior to any other antibiotic and just as 
effective as penicillin plus sulfonamide. Penicillin is 
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not so effective in combination with aureomycin as 
it is alone, and this is probably true for terramycin 
and chloramphenicol also. The results with large 
doses of penicillin intramuscularly are sufficiently 
good so that intrathecal medication is unnecessary. 
If a patient does not respond to the recommended 
dose, it may be doubled and Benemid added to the 
regimen to increase the serum and cerebrospinal 
fluid concentrations still further. 

In general, other coccal infections are best treated 
in the same manner as pneumococcal meningitis. 
Staphylococcal infections, however, present a seri- 
ous problem since an increasing number of strains 
of this organism have appeared which are resistant 
to all the antibiotics in common use. In this type of 
meningitis, therefore, until one can determine the 
sensitivity of the bacterium, it seems wise to start 
with a combination of drugs such as penicillin and 
bacitracin, or penicillin and streptomycin. 

The success in treatment of Hemophilus influ- 
enzae meningitis with aureomycin, terramycin, and 
chloramphenicol has been remarkable. Indeed, it 
seems likely that when the diagnosis is made early, 
the disease can be treated successfully in nearly 100 
per cent of patients. Addition of sulfonamide and 
streptomycin to aureomycin, terramycin, or chlor- 


amphenicol contributes nothing, and adds to the 
possibility of drug sensitization. In an occasional 
patient where there has been ill-advised suppressive 
therapy with small doses of one of these agents, some 
difficulty may be encountered in eradicating pock- 
ets of infection. In such a situation, polymyxin 
may be useful. 

In most of the less frequent Gram-negative rod 
infections, except those caused by Pseudomonas, the 


management is similar to that for Hemophilus in- 
fluenzae. The coliform organisms and Friedlander’s 


bacillus are occasionally more responsive to chlor- 
amphenicol than to aureomycin and terramycin. In 
this group there are more failures, and polymyxin 
is used more often. 

In Table 2, unless there is reason for believing 
chloramphenicol to be more effective than aureo- 
mycin or terramycin, it is listed as a second choice 
because of the reports of occasional blood dyscrasias 
following its administration. 
group the 
generally resistant to aureomycin, chloramphenicol, 
and terramycin, and is best treated with polymyxin. 
If the sulfonamides and streptomycin have not been 
previously used, a combination of these may be use- 
ful in Pseudomonas infections. 


In the Pseudomonas infection is 


Table 3. Recommended dose of drugs used in treatment of meningitis. 


drug 


dose route 


Soluble salt of penicillin 


Procaine penicillin, aqueous menstruum 


Streptomycin 
In nontuberculous 


1,000,000 units every 2 hours 


600,000 units every 6 hours 


4 Gm. every 24 hours, adults, or 50 mg. 


Intravenously or intramuscularly 


intramuscularly, starting on third day of 
treatment if course is favorable. 


intramuscularly 


per Kg. every 24 hours, children. 


In tuberculous 


2 Gm. every 24 hours, adults, or 25 mg. 


Intramuscularly 


per Kg. every 24 hours, children. 


25-100 mg. every 24 hours 


Avreomycin, terramycin, and chloramphenicol 


Polymyxin (Aerosporin) 
1 to 10 mg. 


Bacitracin 


500 mg. every 6 hours in adult, and 50 mg. 
per Kg. every 24 hours in child. 


2.5 mg. per Kg. every 24 hours 


200,000 units daily, adults and 3,000 


Intrathecally for at least 45 days 


Intravenously, 24 to 48 hours, then by 
mouth 


intramuscularly 
Intrathecally 


Intramuscularly 


units per Kg. every 24 hours children. 


1,000 to 10,000 units 


Isoniazid 


Sulfonamides 


10 mg. per Kg. every 24 hours 
5 mg. per Kg. every 24 hours 


6 Gm. initial dose and 1 Gm. every 4 
hours, adults, 100 mg. per Kg.., initial 


Intrathecally 


Intramuscularly or orally, first week 
intramuscularly or orally thereafter 


Intravenously always first dose and until 
tolerated by mouth 


dose and 200 mg. per Kg. every 24 


hours, children. 
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Management of purulent meningitis in which no 
etiology is established by smear must be decided on 
the basis of the facts concerned. Even though a very 
occasional patient in this group may turn out to 
have a virus infection, it is safest to treat all of these 
patients as if the infection were bacterial. If the 
adult patient is not critically ill, it is safe enough to 
treat with penicillin alone unless the culture reveals 
a reason for changing treatment. In the critically ill 
adult, streptomycin may be added as a precautionary 
measure against a rare infection by a Gram-negative 
rod. Such a scheme will provide optimal therapy for 
the coccal infections which make up the vast major- 
ity of cases in adults. In children under 10 years of 
age, Hemophilus influenzae is the most frequent 
causative agent, so that aureomycin, chloram- 
phenicol, or terramycin may be used. However, if 
there is good reason to suspect that the patient may 
have a pneumococcic infection, penicillin is prefer- 
able. It may be noted that the frequency of menin- 
gococcic infection is not the determining factor in 
the choice of treatment since this condition re- 
sponds well to any one of several different drugs. 


Nonpurulent Meningitis 


Treatment of the patient with nonpurulent 
meningitis is more difficult and requires much clin- 
ical judgment. All of the factors mentioned in the 
diagnostic possibilities must be considered as well 
as the degree of illness. In general, these patients 
should not be treated except symptomatically until 
a diagnosis is proven. Two exceptions are imme- 
diately apparent. 

The first is that in a patient who has an acute 
fulminating course and is becoming rapidly mori- 
bund within a few hours of onset, as occurs in pa- 
tients with acute bacterial encephalitis, immediate 
treatment with antibiotics should be instituted. 
Choice of antibiotics here would be similar to that 
for a purulent meningitis of unknown origin. An 
occasional patient with viral encephalitis, who is 
critically ill, will be treated unnecessarily if this 
recommendation is followed. Such empirical treat- 
ment is contrary to what is usually sound policy 


and must be reserved for only the very limited group 
of patients with fulminating infection and lympho- 
cytic fluid. In treating only the critically ill patients 
empirically, one is able to make a specific diagnosis 
in the aseptic meningitis secondary to abscesses and 
in the few early bacterial meningitic infections with 
lymphocytic fluid in sufficient time to obtain a com- 
plete cure. 

The second exception is that one must treat 
tuberculous meningitis reasonably early to obtain 
optimal results. On the other hand, this is such a 
serious disease as far as prognosis, rigorous treat- 
ment, and prolonged limitation of activities are con- 
cerned, one cannot undertake treatment lightly. We 
believe that it is logical to treat any patient who has 
a lymphocytic meningitis with low spinal fluid dex- 
trose content and who is following a progressive 
downhill course as though he had tuberculous 
meningitis. Here again clinical judgment is most im- 
portant, and unless one is extremely careful to wait 
until the clinical course is unmistakably tuberculous 
to start treatment, the few patients with viral in- 
fections of the central nervous system whose spinal 
fluid dextrose is decreased will be treated unneces- 
sarily. Clinical observation will resolve the problem 
almost always in less than a week. 

Although isoniazid seems to produce results 
which are superior to those obtained with strepto- 
mycin plus para-aminosalicylic acid, until the 
problems of relapse and development of resistance 
to the new drug by meningitis patients are answered, 
it is probably safest to use a combination of iso- 
niazid plus streptomycin. 

Unfortunately, no specific treatment is available 
for the viral infections. 

In the fungal infections there is little specific 
treatment available although in the case of crypto- 
coccosis, sulfonamides have had some success, and 
stilbamidine may be effective in blastomycosis. 

The treatment of syphilis of the nervous system 
with penicillin has been particularly successful. On 
the other hand, there has been no demonstrable 
benefit from the use of antibiotics in clinical lepto- 
spirosis even though penicillin and aureomycin are 
active in experimentally infected animals. 
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Medicated tablets containing benzocaine and a mixture of flavoring agents are helpful to the patient 

who tries to stop smoking. The lozenges are harmless and can be used as often as necessary in the 
individual case. Apparently the lozenges act in two ways—they curb taste appeal, and they 

satisfy the smoker's urge to have something in his mouth. In 349 patients, the lozenges effectively reduced 


smoking appeal in 77 per cent of cases. 


THERE have been a number of attempts in the past 
to develop a means to stop smoking. Of course, the 
simplest method would be will power. However, as 
in every addiction, this is very difficult in most 
cases. Sociologic and psychiatric help are benefi- 
cial, but it seems that medical aids are essential as 
well. 

Probably the first drug used to control the to- 
bacco habit was lobelia (popularly known as Indian 
tobacco). This was first described in 1813 by Cutler, 
who originally used it in the treatment of asthma 
and related conditions. Since then, many investi- 
gators have used it for various other conditions, 
mostly as an antispasmodic, and more recently to 
control the tobacco habit. Dorsey reported favorable 
results with the use of lobelia in relieving the symp- 
toms of nicotine withdrawal in inveterate smokers. 
The objection to the lobelia treatment is the gastro- 
intestinal upset, including gaseous eructations, 
heartburn, boring epigastric pains, faintness, nau- 
sea, vomiting, metallic taste, and salivation. 

Miller discussed the reduced taste for tobacco as a 
side effect in the treatment of cases of alcoholism 
with Benzedrine. He warned, however, that “Ben- 
zedrine has a fairly strong action on the central 
nervous system, resulting in possible states of in- 


somnia, dizziness, elevated blood pressure, and 
increased nervous tension. It should be noted that 
large doses induce marked tolerance for the drug.” 


“Substitute a lozenge to curb 
smoking as well as your appetite.” 


Hiss suggested a combination of licorice root, 
gentian root, and bay leaves pressed into a block the 
shape of a tobacco plug. The results here are not so 
definite, and the substitution of the tobacco-like 
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“The abstainer gains weight because 
he substitutes candy for smoking.” 


plugs for the cigarette would not be appealing to 
many. 

Kahn and Gildea described the psychiatric ap- 
proach, emphasizing that smoking is one means of 
“satisfying in part at least, the craving for foods— 
the whole process of sucking, chewing, biting, and 
eating being a fundamentally pleasurable one.” 
They further offered suggestions as to filtering, 
denicotinizing, and partially smoking the cigarettes. 

Dorsey made observations of the states of tension 
aggravating tobacco addiction. He noted a marked 
increase in appetite following tobacco withdrawal. 
Marshall too, recorded that the abstainer gains 
weight because he substitutes candy, etc., just to 
have something in his mouth. 

According to Kellog, it is realized that there is 
no drug-antidote for tobacco that is not as bad as 
the tobacco itself. He mentioned the use of a weak 
solution of silver nitrate as a mouth rinse to affect 
the taste for tobacco. The dangers of the prolonged 
use of silver are obvious. 


Use of Medicated Lozenges 


While observing the results of a medicated 
lozenge (Flavette) used to curb the appetite for 
food, it was noted that many of the patients were 
smoking less. Further investigation was therefore 
undertaken. 

A series of 349 took the lozenges for the specific 
purpose of stopping the use of tobacco. Smoking 
appeal was effectively reduced in 265 cases (77 per 
cent). This compares favorably with the use of the 
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lozenges in curbing the appetite, where they were 
effective in 80 per cent of 568 cases. 

In thirty-six control cases using placebos, only 
seven persons were successful in their efforts to stop 
smoking, and these by sheer will power. Also, in a 
sense, all of the 349 patients were their own con- 
trols; they had previously tried unsuccessfully to 
stop smoking. 

The desire to have something in the mouth is 
part of a fundamental instinct, and smoking is one 
of its many manifestations. In all these, taste is very 
much involved. The craving to smoke is undoubted- 
ly associated with taste appeal as well as the par- 
ticular aftertaste, or tobacco hang-over, of the smok- 
ing itself. The lozenges seem to curb this taste 
appeal for smoking. 

The desire to have something in the mouth is an 
important reason why eating is undertaken more 
vigorously when smoking is withdrawn. Because of 
this, obesity may become a problem, and the 
lozenges by curbing the appetite as well as curbing 
smoking appeal, are therefore doubly useful. 


Ingredients of a Lozenge 


Each 5-grain lozenge contains benzocaine (1/20 
gr.) and is flavored with saccharin, extract of licor- 
ice, powdered ginger, and oils of anise, winter- 
green, peppermint, coriander, and cloves. The 
safety of this medicament was emphasized in pre- 
vious articles, where it was pointed out that even if 
an entire bottle of sixty-three lozenges was acci- 
dentally taken at one time, only 3 grains of benzo- 
caine would be ingested. The physiologic dose of 
benzocaine is 5 to 9 grains. 

The amount of benzocaine is so small because it is 
used only for its delaying action on absorption of 
the flavoring extracts, rather than for any physio- 
logic anesthetic action. The safety of this medica- 
ment further makes it possible for a patient to take 
it frequently and as often as necessary. 

To curb smoking, it is suggested that a lozenge 
be placed on the tongue every time there is a desire 
to smoke. In the 349 cases, there was an average of 
six lozenges taken daily, though some patients took 
as few as three, and others as many as fifteen. No 
untoward results were noted. This procedure was 
followed whether for abrupt or for gradual cessation 
of smoking. The lozenges are of further benefit in 
that after a person has stopped smoking, he can 
take one on occasion, as the desire to smoke returns. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Forms of Anciety 


BY WILLIAM B. TERHUNE, M.D. 


New Canuan, Connecticut 


Simple anxiety is a normal reaction to a trying situation, and it goes away when the situation clears. Abnormal 
anxiety is an illness with crippling psychologic and physical symptoms. Often it has its origin in childhood; 
certainly this is the time of life for starting preventive measures. Except for deep psychotherapy, every physician 
should be qualified in treating anxiety according to sound physiologic and psychotherapeutic principles. 


Anxiety is the junction point of organic and func- 
tional illness. It is the common denominator of 
medicine and psychiatry—the hyphen between 
“psycho” and “somatic.” 


Psychiatric illness 
THE SHADOW OF ANXIETY DARKENS 
THE PROGRESS OF MEDICINE 


Physical disease 


ANXIETY 


Organic Functional 


Hoch and Zubin have said: “Anxiety is the most 
pervasive psychological phenomenon of our time; 
it is the chief symptom in the neuroses and in the 
functional psychoses. There has been little or no 
agreement on its definition and very little, if any, 
progress in its measurement.” 

Rollo May has pointed out that an individual’s 
anxiety and his ways of meeting it are conditioned 
by the fact that at a given instant he stands at a 
specific point in the development of his culture. 
Primitive, isolated people exhibit primitive and 
impersonal forms of psychoses. With the change 


GP ¢ February, 1953 


from rural social patterns to urban ways of life, 
primitive psychoses are less frequent, while the 
psychoneuroses, psychosomatic difficulties, and 
personal forms of psychoses increase in frequency. 
It might be said that: 


THE INCOME TAX 
OF CIVILIZATION 


While modern medicine has decreased organic 
illness, world-wide anxiety-producing conditions 
have increased functional illness. In the past, 
anxiety was moderated by man’s faith in a higher 
authority. For example: 


FACTORS MODERATING ANXIETY 
1. The protection of a powerful ruler. 
2. Trust in a protective God. 
3. Belief in the power of reason. 


4 
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Most people no longer place implicit trust in these 
protecting influences. The concept of freedom 
diluted these beliefs and opened to man an op- 
portunity to confront his potentialities without 
necessarily having developed a capacity to do this. 
The concept of freedom involves increasing anxiety 
on the part of those people who have neither the 
physical nor psychologic strength to participate in 
it comfortably. 

The process of individuation—that is, of growing 
up and finding one’s self—gives rise to conflict, 
anxiety, and guilt. The development of one’s own 
ideas is frequently in conflict with the ideas of 
others. As the result of this conflict, anxiety ensues, 
and a sense of guilt arises when others are injured 
by mistakes of decision. 

Conflict, anxiety, and guilt comprise a normal 
psychologic sequence which impels all human 
beings. When this leads to meeting the realities of 
existence, the result is progress and individual 
growth. If a person does not accept the discomfort 
of such a process but instead retreats from the 
external world to the internal self, the result is ill 
health. 


Conflict Progress 
+ Facing life ——————» __ and Growth 
Anxiety 


Escape Sickness and 
Guilt Deterioration 


Medicine considers its problems today with the 
realization that anxiety is a factor in disease and 
health. Six factors influence the homeostasis of the 
mind-body machine: 


FACTORS IN HEALTH AND DISEASE 


1. Constitution 

2. Tissue change 

3. Metabolic and chemical 
4. Infection 

5. Toxic and traumatic 

6. Anxiety 


The recognition of the medical importance of 
anxiety is the latest concept in medicine. 

Medically, a person suffers from an anxiety state 
when the psychophysical reactions of fear and dread 


produce, enhance, or continue an illness. Its psy- 
chiatric manifestations are: 


THE ANXIETY SYNDROME 
Restlessness 8. Introversion 
Irritability 9. Anticipatory dread 
. Startle reaction 10. Emotionalism 
. Indecision ll. Retreat 
. Early awakening 12. Sense of uselessness 
Insomnia 13. Guilt 
Disorganized thinking 14. Depression 


. PHYSICAL EVIDENCES OF ANXIETY 

Vasomotor instability 8. Impotence 
Sweating 9. Dizziness - 

. Cold Extremities 10. Faintness 

. Dry Mouth ll. Backache 
Palpitation 12. Headache 
Gastrointestinal symptoms 13. Hyperventilation 
Frequency of urination 14. Accident proneness 


The anxiety syndrome is primarily physiologic; 
it is a neuropsychodynamic mechanism designed to 
protect the organism. When faulty within itself or 
when overstimulated, this mechanism gives rise_to 
acute, prolonged, and dangerous illnesses. 

Anxiety may be immediately evident to patient 
and doctor, or it may be concealed. It is frequently 
masked as an organic syndrome. Its presence is 
often denied by the patient. There are three types of 
anxiety : 


THREE TYPES OF ANXIETY 
1. Normal anxiety 
2. Physiologically produced anxiety 
3. Psychopathologic anxiety 


Normal anxiety is a temporary emotional state of 
fear, with a minimum of physical symptoms, in 
which the reactions are proportionate to the factual 
causes. Its absence would be an evidence of ab- 
normality, indicating lack of affect. Anxiety is 
normal and not seriously handicapping as long as it 
is met objectively, intelligently, and realistically. 
The ability to do this depends on a well-integrated 
personality, one that is at the same time neither ill 
nor unfavorably conditioned to fear. Normal anxiety 
is useful in stimulating mental and spiritual de- 
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velopment. It subsides when the facts and situa- 
tions are dealt with. 

Physiologic and psychopathologic anxiety are close- 
ly related. Both occur in fundamentally apprehen- 
sive individuals, unfavorably conditioned to fear, 
and who possess a psychophysical constitution un- 
duly vulnerable to stress. Further investigations of 
the central and autonomic nervous systems, to- 
gether with studies of endocrines, will clarify the 
organic factors involved in anxiety as much as do 
current psychopathologic theories. Both approaches 
must be correlated if the picture is to be under- 
stood. We will discuss the physiologic and psy- 
chopathologic types separately. 


PHYSIOLOGIC ANXIETY OCCURS 
1. As a result of fatigue 
2. Following infections, accidents, operations 
3. As a result of- medication (antibiotics, et cetera) 


4. In relation to endocrine dysfunction (ovulation, thyroid 
disorders, et cetera) 


The most severe anxiety states occur in in- 
dividuals who are physiologically predisposed to 
such reactions and whose personality structures are 
rigidly defended by meticulosity, perfectionism, 
hyper-responsibility, insatiable ambition, and in- 
ability to accept frustration. “Striving personali- 
ties” sacrifice recreation, exercise, and _ social 
amenities to bolster their ego by mere accomplish- 
ment. They have no hobbies and no interest outside 
their limited field of endeavor. Such people may 
logically expect to develop severe and crippling 
anxiety such as: 


PSYCHOPATHOLOGIC ANXIETY OCCURS 


1. In involutional depressions (due to lowering of physiologic 
vulnerability and a faulty personality structure). 


2. As repression anxieties (repressed guilt, anger, sense of 
fundamental failure). 


Involutional depression results if patients of 
faulty personality structure, plus increased physio- 
logic vulnerability, have to meet severe readjust- 
ments. Repression anxieties are attributable to in- 
tolerantly repressed anger, guilt, hostility, and sense 
of fundamental failure. 

A discussion of the medical significance of anxiety 
enters the field of psychosomatic medicine. This is 
a study of how the psychophysically vulnerable or- 
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ganism reacts to physical and psychologic stress, as 
indicated by the occurrence of organic manifesta- 
tions. Its existence has been known by every 
physician for 5,000 years. Anxiety is the most im- 
portant psychologic factor in these disorders, the 
more usual of which are: 


PSYCHOSOMATIC ILLINESS 
1. Neurocirculatory asthenia 8. Common colds 
. Asthma 
. Allergies 
. Nevrodermatitis 


2. Hypertension 

3. Gastrointestinal disorders 
4. Obesity 

5. Genitourinary disorders 
6. Diabetes 

7. Anorexia nervosa 


The medical authorities are far from being in 
agreement as to psychologic causatives; the follow- 
ing have been suggested: 


PSYCHOLOGIC FACTORS IN PSYCHOSOMATIC ILLNESS 
1. Lock of affection and security in childhood 
2. Sexual deviations and confiict 
3. Repressed anger and hostility 
4. Unfortunate conditioning experiences 
5. Cultural stress 


A study of case histories in medical writings, com- 
bined with personal experience, indicates the valid- 
ity of these theories only insofar as they relate and 
contribute to anxiety formation. 

Since we doctors meet with these conditions daily, 
we need to know how to treat them. As is the case in 
most medical problems, the best time to treat anxiety 
is before it develops, or at least before it is fixed as 
a component part of the personality, namely in 


childhood. 


Anxiety in Childhood 


Children vary constitutionally in the degree of 
anxiety which they manifest, and this is modifiable by 
environment and training. Most important of the 
conditioning factors that impart a sense of security 
and consequent freedom from anxiety is the ade- 
quacy of affection which the child receives from the 
parents. 

Long before he can talk the infant knows whether 
he is a welcome or an unwanted member of the 
family. He may have every physical comfort but if 
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there is a lack of warmth in the care provided—no 
spontaneous demonstration of affection—he feels 
the need of something necessary to his well-being 
and shows anxiety in startle reactions—crying with- 
out apparent cause, irregular sleeping habits, and 
even severe digestive disturbances. For this anxious 
child, weaning and toilet training are exceedingly 
difficult to establish. 

The older child often expresses his anxiety on a 
more conscious level, as excessive timidity, fear of 
the unknown, unwillingness to become part of the 
group, persistent negativism, and attention-getting 
behavior. His lack of security and his anxiety make 
him dread every new situation. He should, there- 
fore, be carefully prepared beforehand for such 
traumatic experiences as the temporary absences of 
parents, minor operations, the first day of school, 
the advent of a sibling, and the hurdles of life that 
must be met by every child. An affectionate family 
and a happy home are the child’s most reliable 
protection against anxiety. 

The need for prophylaxis in the young adult is 
recognized when his life history indicates that he is 
vulnerable to anxiety reactions. These anxiety- 
vulnerable young adults need to know and use the 
principles and techniques of personal mental hy- 
giene. When adequately treated, the psychologic 
dilemmas of youth do not become permanent 
psychiatric distortions. Helping young adults to 
meet stress is more satisfying than patching up the 
disorganized personality structures of older patients. 

The older patient with anxiety must be helped to 
discount work and responsibility. He must emphasize 
play, rest, and exercise in an effort to avert disaster. 
After fifty, most people are increasingly vulnerable 
to anxiety. They should make a business of play and 
begin to play at business. 


Treatment 


The treatment of anxiety is a large part of a 
physician’s practice. It consists of lightening the 
load, reducing the stress (both internal and ex- 
ternal) of the patient, family, and associates. Saving 
the spirit of an individual is as important as saving 
a life—at times they are coincident. The treatment 
of anxiety states can be summarized under three 
headings: 

TREATMENT OF ANXIETY STATES 
1. Physiologic treatment 

2. Psychotherapy 
3. Environmental manipulation 


All three approaches must be employed when 
anxiety has reached the magnitude of illness. 

A patient seldom consults a doctor for simple, 
normal anxiety. When the cause of the anxiety is 
obvious and the person takes appropriate action, the 
problem is solved, and there is no residual psycho- 
physical reaction. The treatment of normal anxiety 
is to meet the situation promptly and adequately, 
tolerate the temporary discomfort of anxiety, and 
refuse to allow the situation to interfere with normal 
living. The doctor who will spend an hour listening 
to an anxious patient and help him clarify disturb- 
ing factors will, through this emotional catharsis, 
save the patient weeks or months of illness. In 
normal anxiety the patient should be shown that: 


THERE IS NO SITUATION WHICH 
CANNOT BE RESOLVED IF MET WITH 
DECISION AND RESOLUTION 


The physical approach is a reassuring introduc- 
tion to the treatment of anxiety. A thorough medical 
examination with discussion of the actual condi- 
tions revealed is seldom as direful as the diagnosis 
the patient had feared. When the physical examina- 
tion is combined with psychotherapeutic investiga- 
tion and treatment, the patient is reassured that 
through comprehensive medicine he is receiving 
total treatment. The least complicated physiologic 
anxiety state occurs in the driven middle-aged ex- 
ecutive, as a fatigue syndrome. 


THE FATIGUE SYNDROME 
Irritability 6. Mounting tension 
Depression of energy 7. Dread of the future 
Overactivity 8. Insomnia 
Increasing alcohol and tobacco 9. Psychosomatic symptoms 
Indecision 10. Depression 


Mounting irritability with outbreaks of anger in- 
dicates its increasing severity. When this condition is 
treated in its incipiency, relief is rapid. The time 
required for recovery is in inverse ratio to the dura- 
tion of the period of stress. The treatment is: 


TREATMENT OF FATIGUE SYNDROME 
Explain as a fatigue syndrome 
Rest, more exercise, change of environment, diversion 
Eliminate night work 
Eliminate business luncheons 
Cut down on alcohol and tobacco 
Spend pleasant, quiet, outdoor weekends 
Enjoy congenial companionship 
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Individuals who habitually show exaggerated re- 
actions to strain must emphasize exercise, play, and 
rest, rather than work. Hobbies help one to drop 
responsibility. Since conditions of modern life 
place business and professional men under unusual 
stress they must take frequent vacations. 

In severe anxiety, sedatives are a necessary evil. 
They should be employed reluctantly, principally to 
establish habits of rest. The patient should not 
know what drug he is taking. In my experience, the 
best sedatives are: 


SEDATIVES IN ANXIETY 
1. Elixir Medinal, gr. V-XV, at bedtime 
2. Bromides in small doses 
3. Chloral hydrate (rarely) 
4. Phenobarbital (rarely) 
5. Placebos 


When anxiety is marked, a combination of Sodium 
Amytal and Dexedrine Sulfate is administered at 
8 a.M. and 2 P.M., giving considerable relief. 

Multivitamin preparations do no harm and in 
some instances seem to help. It is doubtful if hor- 
mone therapy in anxiety is of more than psycho- 
therapeutic value. 

The use of alcohol as a sedative in anxiety states is 
contraindicated. Alcohol may give temporary com- 
fort, but it prolongs the disturbance of the autonomic 
nervous system and results in increased anxiety and 
depression after the initial effect wears off. 

Insulin in subshock doses allays anxiety. It is 
frequently a useful adjunct to psychotherapy. Regu- 
lar insulin is employed. The initial dose is 10 units, 
increased by 10 units daily until a maximum 
tolerated dosage of between 55 and 70 units is 
reached. It is given at 5:30 a.m. and the reaction 
terminated at 7:30 a.M., preferably by early break- 
fast. Most patients receive thirty to forty treatments, 
terminated by gradual reduction of dosage. The 
patient must be under the care of a properly in- 
structed nurse, with a doctor available. 

Electroshock has limited value in anxiety states. It 
is generally contraindicated in the psychoneuroses, 
since it not only interferes with desirable psy- 
chotherapy, but on occasion it makes the patient 
worse. It is useful in anxiety states marked by 
affective disorders, such as the involutional de- 
pression. 

Since anxiety is due largely to a faulty personal- 
ity structure, psychotherapy is the treatment of 
choice in anxiety states and is the only approach 
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which produces lasting results. Psychotherapy 
employs the following techniques in treatment of 
anxiety : 


PSYCHOTHERAPY IN ANXIETY 


1. Ventilation - unguided 
directed 
with drugs 


2. Reassurance and support 

3. Positive suggestion 

4. Psychiatric re-education 

5. Help in planning and meeting issues 
6. Deep psychotherapy 


The first five techniques can be employed by any 
physician who will devote time and patience to this 
approach. Willingness to be a sympathetic listener 
will often make it unnecessary to send the patient to 
a psychiatrist. Knowledge which the physician can 
impart helps dispel fear, lessens anxiety, and gives 
the patient courage to meet issues that must be 
faced. Co-operation with the patient in working out 
practical plans for the future is as much medical 
treatment as is the prescribing of sedatives, and 
may be much more helpful. The sixth technique, 
deep psychotherapy, should be attempted only by 
trained, experienced psychiatrists. 

Environmental manipulation is often indicated in 
allaying and preventing anxiety. This consists of 
modification of home life as well as the working en- 
vironment of the patient, together with securing 
interesting work for the severe anxiety patient who 
has relinquished gainful occupation. 

Most anxiety states respond satisfactorily to 
sustained, carefully planned treatment. The follow- 
ing are factors in the prognosis: 


FACTORS IN PROGNOSIS 
. Duration of the anxiety state 
. Frequency of recurrence 
. Tendency to affective disorders 
. Past evidence of courage and unselfishness 
. A sound philosophy of life 
. Homosexuality 


In closing, I wish to remind you that anxiety 
exacts a heavy toll in industry, the professions, and 
on home life. Anxiety interferes with efficiency and 
affects the group associated with the anxious patient, 
since his quality of leadership is at least temporarily 
impaired, and also, anxiety is contagious. 
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The anxious person frequently reacts to re- 
sponsibility in some of the following ways: 


ANXIETY MAKES FOR INEFFICIENCY 
by 
. Denial of existence of a situation 
. Procrastination in meeting situations 
. Endless preparation 
. Retreat from final consummation of task 
. Panic completion of task 


we — 


Anxiety is an occupational hazard of the medical 
profession and one which we should recognize and 


Here’s a Helpful Hint. . . 


Att kinds of materials have been recommended for 
application to the superficially burned or scalded 
skin. Some that have been advocated during the past 
thirty years include carron oil, picric acid, acri- 
flavine, paraffin, carbolic acid, corrosive sublimate, 
aluminum subacetate, bicarbonate of soda, as well as 
powders and ointments without end. 

A superficial burn, of which sunburn is an excel- 
lent example, is marked by extreme redness of the 
skin which radiates an unusual amount of heat, by 
pain and extreme tenderness with swelling of the 
skin, and frequently by blistering. These symptoms 
are all the result of extreme vasodilation of the 
cutaneous blood vessels, associated with transuda- 
tion of fluid out of the smaller vessels into the inter- 
cellular spaces. The logical treatment of the condi- 
tion should be an attempt to overcome the basic 
vasodilation at the earliest possible moment. This 
can be accomplished by the prolonged application 
of cold to the skin, and this can be done most simply 
by the use of cold water. 

For a small localized burn or scald, a cold water 
compress can be used. For an extensive burn, such 
as frequently occurs in sunburn, the patient can 
immerse his body in a tub of cool water. An alternate 
method is for the patient to put on a light cotton 
garment, lie on a sheet of rubber or other imper- 
vious material, and keep the garment covering the 
burned area continuously wet with cold water. The 
tremendous amount of heat generated by the burned 
skin will dry the garment in a surprisingly short 
time, so that frequent rewettings are required. 

The pain of a burn is usually relieved by cold 


Creatment of Superficial Burns 


handle objectively. Until anxiety 1s reduced, the 
leadership of the physician may be impaired. There 
is no one who carries cesponsibility who is not sub- 
jected to anxiety together with the temptation to 
short circuit by using defense mechanisms. In the 
midst of an anxiety state, “Physician, cure thyself” 
is not always a reliable maxim. The chronically or 
acutely anxious physician needs professional as- 
sistance as much as the lay patient. 

We know that anxiety states occur as frequently 
as the common cold and respond equally well to 
proper treatment. When adequately dealt with, the 
prognosis is excellent. 


water within a few minutes. For maximum benefit, 
the cold applications should be continued for two or 
three hours; this usually results in permanent alle- 
viation of pain and prevents the formation of blisters. 

Burns and scalds of the hand, which occur so 
commonly in the kitchen, are easily and satisfactorily 
treated by holding the hand under running cold 
water for thirty minutes to an hour. 

The application of ointments to superficially 
burned areas is undesirable because the ointment, 
by preventing the escape of heat from the skin, 
increases the discomfort and aggravates the injury. 

The main difficulty encountered in applying this 
treatment is the unwillingness of patients to do 
anything so simple. I am usually able to overcome 
their reluctance by explaining that the cold water 
treatment is a new discovery in medical science 
which is due to be written up very soon in Readers’ 
Digest. As regards the novelty of the treatment, 
there is no doubt that primitive man, following his 
natural instincts, was wont to plunge his burned 
hand into the nearest stream. 

Recently the suggestion has been made that anti- 
histamines be administered to the burned patient, 
on the principle that histamine may be liberated 
when tissues are damaged. I believe that antihista- 
mines, combined with the application of cold, 
produce somewhat better results than does the cold 
alone. 

If nothing else, the effect of the antihistamines 
in producing drowsiness will help the patient to 
sleep after the cold water has relieved the pain. 
—Lyon Sreine, M.D. 
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BY LEON HIRSH, M.D. 
Cincinnati, Ohio 


Many women want to know about “natural” childbirth, and a short, simple program can be measured to their 


needs and to the time available in a busy physician's day. The women are taught the elementary facts about 
labor. They are given instructions in relaxation, breathing, and exercises—all calculated to train them for 
delivering babies easily and naturally. Most of the women who have participated in the program are enthusiastic 


about it. 


IN THE several years since Grantly Dick Read’s 
“Natural Childbirth” appeared, the teaching of the 
method has been made more and more complex. 
The material of his original program has been 
gradually enlarged, and at least some physicians are 
avoiding it because it is too time consuming. 

In large centers, especially teaching institutions, 
physiotherapists, nurses, or others do the teaching; 
but, in so relieving the doctor of a time-consuming 
burden, he has lost valuable personal contact with 
his patients. 

While elaborate prenatal teaching programs are 
fine for people who have the time to give to them, 
and for the patients who desire them, the busy 
general practitioner does not have time to do this 
sort of thing, and a good many mothers cannot 
spare the amounts of time such programs require. 
For instance, one program requires forty-four hours 
of prenatal instruction—this in addition to practice 
sessions at home and to the prenatal care given by 
the physician. Women are interested and do desire 
instruction about natural childbirth, but many are 
employed or have families and are busy at home. 


They simply cannot give great amounts of time to 
such a program. 

Therefore, it was desirable to develop a simpler, 
prenatal routine that would teach a mother all she 
would need to know for her delivery, yet with a 
minimum of time consumption for all concerned, 
including the patient. To be effective, this program 
should be suitable to the doctor’s own office, with- 
out hospital clinics, physiotherapist, or other assist- 
ants. I believe this has been accomplished. 

Women who had had natural childbirth were 
asked what parts of the program were of greatest 
value and what parts were interesting but could be 
eliminated. Groups were then trained with the elim- 
ination of various parts of the prescribed routines. 
Finally the present set-up was evolved, and was 
named “Sensible Childbirth.” This program can be 
given in less than two hours of prenatal instruction, 
exclusive of routine prenatal care. It can be given in 
the doctor’s office without the aid of specialized per- 
sonnel. Each lecture period lasts about fifteen 
minutes. 

When a mother wants more information than she 
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gets in the simple course of instruction, separate, 
short, illustrated lectures can be given. However, 
when mothers are given their choice of a long or a 
short course of instruction, they usually choose the 
short course. 


Introduction to the Program 


By way of introduction, the program starts off by 
discussing weight control, nutrition, clothing, and 
general body hygiene. This is followed by a short 
discussion of the anatomy of the parts involved in 
childbirth—this being illustrated with charts and 
diagrams. A description is given of the physiology 
and mechanism of labor, illustrated by means of 
pictures of the Dickinson models. All this is done 
briefly and simply, so that it will appeal to the intelli- 
gence of the average girl who has had a high school 
course in hygiene. 

The expectant mother is told that she is to re- 
ceive a concise and brief description of the neces- 
sary principles and instructions in natural child- 
birth. It is made clear that a normal healthy woman 
can have her child without deep anesthesia or 
narcosis, if she desires. The simplicity of the 
Creator’s design is pointed out in this lecture, and a 
comparison is made between the processes of labor 
and other functions with which she already is 
familiar. She is made fully aware of the fact that 
natural methods are not painless, but that natural 
childbirth, or sensible childbirth as I choose to call 
it, is simply labor without fear. At least it is a con- 
trol of fear, gained through knowledge of what is 
happening and of what is going to happen. 

It is pointed out that labor is a rhythmic, mus- 
cular effort, and that it can be pleasurable, much 
like an athletic endeavor. Just as athletes train and 
develop their musculature before going into an 
athletic contest, a mother should train for labor. 

The squeezing action of the uterus is described so 
that she has some concept of how she has a baby. 
This is illustrated by pictures of the Dickinson 
models. Emphasis is placed on the resistance that 
can be offered by the cervix, and how fear may 
reflexly cause this to be tight and actually produce 
pain, and how essential it is to learn to relax and 
take things in stride. 

A distinct effort is made to teach the mother the 
sensations she may expect with each of the three 
stages of labor, and how she may identify the stages 
by means of her sensations. This is, of course, quite 
important to her. Once she understands how to 
interpret her sensations, she can be taught what to 


do in the way of breathing, positions, and relaxa- 
tion, during the particular periods of labor. 

With these descriptions of what occurs and what 
to do with each occurrence, it is apparent to the 
mother that she should train and be in condition to 
do these things. She is therefore ready to accept the 
necessity of exercises, positions, breathing, and 
other training. 


The Training 


Relaxation. Teaching a patient to relax is the 
most important part of the program. The teaching 
is divided into two parts. The first is the mental 
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Relaxation 


phase, in which the patient is encouraged to culti- 
vate mental peace, to remove worry and anxiety. 
The part of music, comedy, mirth, and light read- 
ing is stressed, as well as the importance of rhyth- 
mic breathing. 

The second phase, or muscular phase, consists 
in cultivation of an ability to so let go of the mus- 
cular tone of one’s body, and the parts of one’s body, 
that the muscular system is in complete relaxation. 
The patient is shown how to remove at will, muscu- 
lar tone and tenseness. Of course, it is obvious that 
the body must be given complete support to do 
this, and for this purpose, positions are taught, or 
at least one position. Breathing in relaxing the mus- 
culature system, is brought into the instruction. 

A good position for muscular relaxation is what 
I call “lateral squat,” which is exactly what the 
name implies—a position in which the patient lies 
on her side in an attitude of flexion, with arms 
extended. 

Breathing. This is the second major teaching 
principle. Patients are taught the importance, the 
place of, and the use of abdominal breathing, costal 
breathing, and sternal breathing. They are also 
taught to use abdominal breathing in little short 
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Lateral squat 


breaths, such as we see in a puppy dog when it is 
warm. This has proven to be of value toward the 
end of the second stage of labor. 

Exercises. The first exercise that is stressed is the 
squat position, Squatting, its effect upon the pelvis 
and the ligaments, and the ability to use it during 
labor, are explained. 

The patient is told that when the thighs are 
flexed upon the abdomen, the outlet of the pelvis is 
increased by a centimeter, and the value of this is 
obvious to everyone. Therefore, the squat not only 
is of value in loosening up ligaments and in relaxing 
the back, it also enlarges the outlet of the pelvis. 


Abdominal breathing 


Later the patient is taught pelvic rocking, pelvic 
rocking in reverse, and pelvic rolling. Then tailor- 
sitting is taught; and last, abdominal pushing is 
mentioned and explained, but not practiced until 
the very end of the pregnancy. 

A short, illustrated booklet of only thirteen pages 
is used in the teaching program. It is privately 
published, and acts as a guide to these mothers. 

Auxiliary reading is suggested. Dale Carnegie’s 
little book, How To Stop Worrying and Start Living, 
has proven to be of value because of its free and 
easy style. Edmund Jacobson’s book, You Must Re- 
lax, gives the mother a basis for her relaxation pro- 
gram. Other books that are recommended are: 
Helen Heardman’s A Way to Natural Childbirth, 
Grantly Dick Read’s Introduction to Motherhood and 
Childbirth Without Fear, and Toms’ Training for 
Natural Childbirth. 
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Preparation for the Hospital 


A short lecture, illustrated with charts and dia- 
grams, is given, pertaining to the physical structure 
of the hospital and the entrance routine, so that the 
patient will not feel strange or be left to feel her way 
in ignorance when the time comes to enter the hos- 
pital. This little procedure, which takes only a few 
minutes, is used in place of a tour of the hospital 
during the prenatal period. 


Pelvic rocking 


The hospital is a large, privately owned institu- 
tion with an active obstetric department that has a 
large staff. This is explained to the patient at this 
lecture, and it is also explained that because this is 
so, there are many patients in labor by many tech- 
niques. So she may be the only “natural” case in 
the labor rooms when she goes in, and, therefore, 
it is wise for her to take no notice of other patients 
or what they are doing during her labor period. 
Rather, she is advised to center her attention on her 
own teachings, and the coaching of her own phy- 
sician or her attendants during this period. 

Hospital personnel have always been co-opera- 
tive in keeping the “sensible” prepared mother sep- 
arate from the noisy or loud types. She is told that 
she may take some knitting, sewing, checkers, 
chess, or reading material with her to the hospital. 


Rolling the pelvis 
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In the Hospital 


As soon as the patient enters the hospital, and it 
is determined that she is in labor, she is given an 
enema and prepared for delivery. During the first 
stage she is permitted to sit with her husband, walk 
with him, knit, or sew. In other words, she passes 
the time any way she likes. At no time is she com- 
pelled to take medication of any type. If she so de- 
sires, she may have it, and this is emphasized. At 
times, she is cheered on and encouraged by her at- 
tending physician and by the hospital personnel. 

Toward the end of the first stage, if backache be- 
comes troublesome and assistance is desired, mas- 
sage or an ice pack usually suffices. If further help is 
needed, meperidine (100 mg.) is usually all that is 
required. This can be repeated if necessary. 

The patient is not required to go to bed; instead, 
she selects her own program. Some women are up 
and about with their husbands right up until the 
time to be put on the table. Some prefer to recline 
during the second stage. 

From time to time, she is visited and coached by 
the physician, in the proper positions, breathing, 
and relaxation, as indicated by her station in labor. 
With each examination, what is found and what is 
going on are explained to her, so that she will keep 
her bearings on the course of labor. In cases of 
breech or posterior position, the mother is warned 
to be prepared for a long second stage. If she desires 
help, it is cheerfully given—meperidine being the 
drug of choice. Sometimes in a long labor, the 
mother asks for a bit of sleep. This is provided by a 


dose of a short-acting barbiturate. 


The Delivery 


Primiparas are placed on the table when the head 
reaches the perineum; multiparas when there is 
complete dilatation. When the head begins to 
crown, two or more pillows are placed under the 
mother’s head and shoulders, and an assistant helps 
her so that she may see what is going on, if she 
wants to. When the mother chooses to be put to 
sleep for the actual birth of the child and does not 
wish to see the presentment, nitrous oxide and oxy- 
gen is the anesthetic of choice. 

When a mother wishes to witness the birth of her 
child, and anesthesia is necessary, pudendal block is 
the best method. Very often, especially in slow 
labors, the pressure of the head on the perineum 
produces adequate anesthesia even for repair of 
episiotomy. However, in rapid labor, pudendal 


block is necessary. Sometimes, when the pressure 
procedure has been used, and a little additional 
anesthesia is necessary for the repair of an episiot- 
omy, local infiltration suffices. 

Whether the mother wishes to witness the birth 
of her child or be put to sleep for the final stage is 
entirely up to her. Pudendal block has been found 
to be adequate for forceps and most other proce- 
dures that may be necessary, including breech de- 
liveries. After the baby is delivered, it is placed on 
the mother’s abdomen and she is permitted to hold 
it while the cord is being clamped and cut. An at- 
tendant then takes the baby away for the cleaning- 
up process and identification procedures. 

The afterbirth is not hurried; rather it is allowed 
to come at its own time. Forceps are used only 
when absolutely necessary. 

When the delivery is completed, the mother is 
given a cup of milk or other fluid if she wants it. 
She and her baby are then shown to her husband, 
and are taken to her room and to the nursery re- 
spectively. Lying-in is not available in the hospital. 
In the room, the patient is ambulatory at will imme- 
diately after delivery and thereafter. 

Before leaving the hospital, the mothers receive 
an illustrated lecture on the care of infants from the 
hospital personnel. 


This short course has been found to be very sat- 
isfactory and highly acceptable. There have been 
no instances of multiparas stating afterwards that 
they would have preferred other methods, having 
experienced a natural childbirth. Before the mother 
leaves the hospital, the entire delivery is talked over 
between the mother and her doctor, and discussed 
as to the things she liked and did not like. In no 
instance has a multipara who had the conventional 
procedures in previous deliveries said that she 
would prefer the older to the natural method. Those 
who have had natural methods with their first de- 
livery have been satisfied and enthusiastic about it. 

Infants breathe and give out a lusty yell imme- 
diately after the air passages are freed. There are no 
blue babies or narcotized babies. 

Fathers are permitted to take part in the program 
to the extent that they choose. They, however, are 
not forced, or encouraged, or instructed to do any- 
thing that is not pleasantly acceptable to them. 
Many fathers are interested in the procedure, like 
to take part in it, and often go along with their 
wives on the training program. 
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An Improvised 


Drop-Foot Brace 


BY JOSEPHINE J. BUCHANAN, M.D., 
MIRIAM AVIGNON, R.P.T., AND 
MARTIN AVIGNON, JR., R.P.T. 


Department of Physical Medicine and Rehabilitation, Gallinger 
Municipal Hospital, Washington, D.C.; and Rehabilitation Pro- 
gram, Division of Chronic Disease and Tuberculosis, U. S. Public 
Health Service. 


A piece of two-inch web strap is pinned in 
place at the upper part of the calf. The 
strap supports a piece of rubber tubing 
that is held to the shoe with a strip of ad- 
hesive tape. The adhesive tape is anchored 
to the sole of the shoe by a small tack on 
each side. 


One is often faced with the need for support of a drop-foot, where the procurement of an 
expensive, permanent metal brace is not advisable or feasible. This may be due to the fact 
that the condition is probably temporary, or to inability of the patient to pay for a more ex- 
pensive brace. Furthermore, it is often desirable to have some means of determining the 
walking prognosis before investing in a permanent brace. 

It is well recognized how rapidly a permanent stretch paralysis occurs in a paretic extrem- 
ity, and how much this functional impairment interferes with retraining in ambulation. There 
should be constant attention to the prevention of foot drop, thigh rotation, etc., and to 
undertaking the necessary measures to prevent these. The added abuse of stretch to the 
weakened dorsiflexors of the foot may often mean the difference between the return of func- 
tion and complete loss of function. If the proper precautions are taken early, many of these 
weaknesses and much disability can be prevented. Some, however, will remain despite treat- 
ment. In these cases we must consider supportive devices if early ambulation is to be made 
possible. 

Presented in the picture is a type of drop-foot brace which has given gratifying results and 
which has the following advantages: (1) material which is readily available, (2) economy, 
(3) simplicity of design, (4) kinesthetic value of elastic action. 

This brace may be employed in any case in which the patient is suffering from paresis or 
paralysis of the dorsiflexors of the foot. 

This type of support is of particular desirability in rehabilitating those patients whose 
economic status does not permit procurement of the conventional spring or caliper type drop- 
foot brace. It is also desirable in a home or hospital treatment program where foot support 
is to be temporary. 
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Figure 1A (above) and 1B (below). Phlebogram and draw- 
ing demonstrating complete obstruction of the superior vena 
cava due to a mediastinal lymphoma. The point of obstruc- 
tion and the extensive collateral circulation are shown. 


Superior 
Vena Caval Obstruction 


PHLEBOGRAPHY (venography) is a simple, safe, 
effective, and practical method for the visual- 
ization of veins. It permits accurate localiza- 
tion of venous obstruction and provides a 
technique for studying the distribution of the 
collateral circulation. This method has been 
used mainly in connection with thrombosis of 
the veins of the lower extremity. Its value in 
defining obstructive lesions in the superior 
vena cava has not been fully emphasized. Yet 
the interpretation of phlebograms of the supe- 
rior vena cava and its tributaries requires only 
a superficial knowledge of anatomy. There is 
none of the difficulty encountered in the eval- 
uation of phlebograms of the deep veins of 
leg, where anatomic variation is frequent and 
good visualization difficult to obtain. 

The technique of phlebography of the su- 
perior vena cava is simple. The site selected 
for the injection of the contrast medium is the 
external jugular vein or the median basilic 
vein in the antecubital fossa. Seventy per cent 
iodopyracet (Diodrast) gives excellent con- 
trast and is rapidly excreted by the kidney. 
The patient may be upright or supine and the 
venipuncture is made in the usual way with a 
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15- to 18-gauge needle. The injection is made 
continuously and as rapidly as possible, using 
about 30 cc. of the contrast medium. The 
x-ray film is exposed at the completion of the 
injection. The film factors are the same as for 
making a chest x-ray with the exception that 
the time of exposure is doubled. 

Obstruction of the superior vena cava is 
complete or incomplete and is caused most 
frequently by malignant lesions and aortic 
aneurysm. Of the neoplasms, bronchiogenic 
carcinoma is the most frequent. However, 
lymphomas and metastatic involvement of the 
mediastinal lymph nodes are not infrequently 
encountered. Less common causes are throm- 
bosis of the superior vena cava and mediastini- 
tis. In some cases, especially those without a 
demonstrable mediastinal mass, the precise 
cause cannot be determined. 

The phlebogram may show narrowing of 
the superior vena cava or the exact point of 
obstruction. There may be indirect evidence 
of obstruction, without showing the point of 
obstruction, such as (1) retrograde filling of a 
major vein out of the path that the injected 
contrast medium normally would take (for 
example, filling of the homolateral internal 
jugular vein after injection into the external 
jugular vein), (2) venous dilatation, and (3) 
the presence of a well-developed collateral 
venous network. 

The location and extent of the collateral cir- 
culation depend upon the site, duration, and 
completeness of the obstruction. When the 
occlusion of the superior vena cava is high, 
the collateral channels are not elaborate and 
are deeply situated for the most part, although 
some superficial collaterals are visualized. 
However, when the obstruction is low no 
blood can be returned to the heart through the 
superior vena cava. An extensive collateral 
circulation develops on the chest and abdo- 
men, representing the routes whereby blood 
is transported to the inferior vena cava for 
return to the heart. The longer the duration 
and the more complete the degree of obstruc- 
tion, the more extensive the collateral circula- 
tion will be. 
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Figure 2A (above) and 2B (below). Phlebogram and 
drawing showing an incomplete obstruction of the 
superior vena cava due to an aneurysm of the aorta. 
The superior vena cava is displaced and narrowed. 
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Practical Therapeutics 


SURGERY OF 


BY CHARLES A. HUFNAGEL, M.D. 
Georgetown University School of Medicine, Washington, D.C. 


THE progressive changes in the valves of the heart 
brought about by rheumatic fever and syphilis have 
produced a toll of disability and death among our 
population which is almost incalculable. The slow 
and insidious progress of rheumatic valvulitis, with 
its concomitant increasing loss of physical activity, 
lulls one into a false sense of security. The ability of 
the patient to accommodate his activities to this slow 
change tends to mask the progression of the disease 
until the final stages are reached. Thus, too often, 
it is only late in the course that the seriousness of 
the outlook for the patient is recognized. 

The concept that the progressive disability from 
acquired valvular disease is primarily a mechanical 
one in most instances, when rheumatic activity is not 
present, is not a new one. As early as 1902 Sir 
Lauder Brunton suggested that in the case of mitral 
stenosis, mechanical relief might conceivably be 
feasible. The challenge of the mechanical factor in 
valvular lesions of the heart has been accepted in 
recent years and much progress has been made. The 
pioneer efforts of Cutler, Levine and Beck, Soutar, 
and Pribram in the 1920’s heralded the attack upon 
the valvular lesions. Unfortunately, the lack of suc- 
cess at that time gave rise to considerable discour- 
agement as to the feasibility of such methods. The 
renewal of the attempt in the last seven years has 
again focused our attention upon the problem, and 
the results have opened a new era for the treatment 
of these previously hopeless patients. 

There now remains almost no valvular lesion 
which has not been surgically attacked, and for each 
of these lesions there is at least one method and in 
most cases several methods for its surgical correc- 
tion in selected patients. The problem still remains 
to broaden the scope of these methods and to make 
them applicable to greater and greater numbers of 
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patients who have more and more complex lesions. 

It will be the purpose of this article to give a brief 
summary of the methods that are available for the 
correction of valvular cardiac lesions, and to de- 
scribe the principles upon which they are based and 
the patients for whom they are most suitable. 


Mitral Stenosis 


The frequent occurrence of mitral stenosis and 
the severity of its effects have led workers to direct 
the majority of their early efforts toward the correc- 
tion of this lesion. In order to understand the newer 
concept of the dynamic physiology of mitral stenosis 
it is worth while to point out certain important 
anatomic facts. 

Anatomic Considerations. For practical purposes 
the mitral valve may be considered to be composed 
of two leaflets with chordae tendinae attached along 
the free surface of each. The anterior leaflet is the 
larger and forms approximately two-thirds of the 
auricular floor. It traverses the left ventricular cham- 
ber in an oblique direction from the left antero- 
lateral margin of the heart to the postero-medial 
margin. This large cusp forms the intracardiac root 
of the aorta laterally, while the interventricular 
septum forms the aortic base medially. 

During diastole this anterior leaflet, which be- 
cause of its relations to the outlet of the ventricle 
can more properly be called the aortic leaflet, opens 
and moves medially partly occluding the aortic out- 
let. In so doing, it essentially allows the floor to drop 
from the auricle and for blood to flow rapidly from 
the auricle to the ventricle. In systole it swings up- 
ward and laterally, while the base of the leaflet also 
moves laterally, opening the aortic outlet. Blood 
which is ejected in systole from the ventricle strikes 
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this aortic leaflet and is baffled upward and outward 
into the aorta. Thus, this leaflet bears the brunt of 
the systolic force of ejection of blood from the ven- 
tricle as it serves to deflect the blood into the aorta. 

The posterior leaflet is smaller, and during the 
systolic contraction of the ventricle the lateral por- 
tion of the ventricular wall moves medially and de- 
creases the space that this leaflet must occupy. 
Blood which is ejected from the ventricle does not 
strike it with the same directional force as does blood 
on the aortic side. 

Verification of the force placed upon the aortic 
leaflet and of its shifting position can be obtained 
by direct palpation of the valve with the finger in the 
mitral stenotic heart. The ballooning of the aortic 
leaflet is impressive during systole, while at the 
same time much less pressure appears to be exerted 
on the posterior leaflet. With these anatomic facts 
in mind the results of certain experiments can be 
more fully evaluated. 

In animals with a normal mitral valve, attempts 
have been made to excise certain known portions 
of each of these leaflets in order to determine the 
effect of removal of parts of the valve leaflet. When 
a standard-sized defect was produced in selected 
areas of the valve leaflets, it was found that defects 
in the anterior leaflet were almost uniformly fatal 
in hours to days; whereas, similar lesions of the 
posterior leaflet were tolerated with much less mor- 
tality. 

The increase in the pressure of the auricle with 
lesions of the posterior leaflet was localized, and the 
general pressure in the auricular chamber was not 
greatly increased. When lesions were produced in 
the anterior leaflet the average pressure in the auri- 
cle was greatly increased, and pulmonary edema oc- 
curred rapidly. 

These observations have led to the concept that 
excisions of portions of the mitral leaflets all give rise to 
highly undesirable effects and varying amounts of seri- 
ous regurgitation, but that any lesion of the anterior 
leaflet is extremely serious and usually fatal. Thus, 
although many of the early attempts for correction 
of mitral stenosis were excisional in character, these 
have, in general, all been abandoned. Attacks upon 
the mitral valve have more recently been directed 
toward a re-opening of the fused zone between the 
lines of insertion of the chordae tendinae, so that 
intact supported leaflets are maintained. 

Pathologic Considerations. Basically the end result 
in mitral stenosis is a greatly narrowed orifice. This 
occurs by a process of fusion of the free valve edges, 
beginning at the junction of the valve leaflet with 


the auriculoventricular groove or the mitral annulus. 
The exact method by which this fusion occurs is not 
well understood. 

As time progresses the amount of fusion in the 
commissural zone becomes increasingly greater, and 
with it the mobility of the leaflet and its ability to 
open are decreased. Calcification occurs in many of 
these valve leaflets, and in some instances this may 
at times extend even into portions of the annulus 
of the mitral valve. 

Concomitantly there is shortening of the chordae, 
but if the process of shortening of the chordae is ac- 
companied by lengthening of the valve leaflets, the 
lesion may still remain a purely stenotic one. If, 
however, with the thickening of the valve edge and 
shortening of the chordae, the valve leaflets become 
shorter, a combined lesion of mitral stenosis and 
mitral insufficiency is produced. In many patients 
it can be observed that the insufficiency may be lo- 
calized to only a part of the remaining orifice; that 
is, a portion of the orifice may be capable of closing 
but leaving a small opening which is rigid and sta- 
tionary, allowing for insufficiency during systole. 

The method of fusion of the leaflets of the valve 
may produce a stenotic orifice which is relatively 
central in its location or it may be quite eccentric, 
located far posteriorly or anteriorly. The thickening 
of the cusps is maximal near the mitral orifice. Cal- 
cification also tends to be maximal here, although it 
may extend into the leaflet for a considerable dis- 
tance, However, if fresh specimens are observed 
soon after death, it is found that in essentially all 
cases there remains a zone of the mitral leaflets 
which even though it may be somewhat thickened 
tends to remain flexible. This zone lies at the junc- 
tion of the mitral leaflets and the auriculoventricular 

junction, and it ts the persistence of flexibility in this 
peripheral area which makes possible the restoration of 
valvular action by operation. 

Physiologic Considerations. Early in rheumatic 
fever pancarditis causes cardiac dysfunction, and 
late in the course of the disease there is myocardial ex- 
haustion due to overwork. However, in the middle 
phases of the disease, damage to the myocardium is 
usually not a major factor. If the lesion is essentially 
pure mitral stenosis, the principal factor which pro- 
duces clinical disability and the imbalance in the 
circulatory dynamics is the mechanical factor of ob- 
struction to the flow of blood between the left auricle 
and the left ventricle. 

Gorlin and others have shown that there is a rela- 
tively direct relationship between the cross-sectional 
area of the mitral orifice and the amount of limita- 
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tion of the activity of the patient. This classification 
is as follows: 


clinical classification _—mitral valve area in sq. cm. physical activity 
I 2.5 1. Virtually uniimited 
u 1.3—1.6 2. Some limitation 
Wi 0.6—1.1 3. Very limited 
IV 0.4—0.9 4. Bed and chair 


The normal valve area is 4 to 6 square centimeters 
when the valve is fully open, and until the valve area 
is less than 2.5 square centimeters, there is almost 
no limitation of activity. Until the valve orifice is 
reduced to this size, compensation for the lesion can 
be made. Patients in classification I are able to carry 
on normal physical activity although they may have 
a very definite murmur of mitral stenosis. 

It is further interesting that this size of valve area 
becomes relatively critical and that below this point 
small decreases in the mitral valve area give rise to 
definite and increasing symptoms. 

Further reference to this size of the mitral orifice 
can be made, and we will consider the areas obtain- 
able by operation. One notes that even though a pa- 
tient may have relatively few symptoms, the valve 
area at operation may be found to be extremely small, 
indicating that some individuals can compensate be- 
yond this point. It is important to recognize this in 
the consideration of patients for mitral valve sur- 
gery. 

When the valves have become fused, flow through 
the orifice can be increased only in two ways. The 
first is by increasing the filling time of the ventricle, 
that is by slowing the rate of contraction, and this 
increase is limited by the volume capacity of the 
ventricle. The increase in output by lengthening the 
filling time is possible because the duration of sys- 
tole is relatively short and constant regardless of the 
rate. Therefore, if the rate is slow, the total duration 
of diastolic filling time is greater than when the rate 
is fast. 

Secondly, the flow through the orifice can be in- 
creased by an increase in left auricular pressure. The 
latter occurs as a compensatory mechanism, and the 
result of this increased pressure is an increased pul- 
monary venous pressure and later right ventricular 
hypertrophy because of increased right ventricular 
pressure. Gradually this leads to an increased size of 
the pulmonary artery. The increase of pulmonary 
venous pressure to a level above osmotic pressure pro- 

duces pulmonary edema. 

These facts emphasize the importance of main- 
tenance of an optimal cardiac rate in mitral stenosis. 
Even transient tachycardia from excitement or any 
other cause may precipitate pulmonary edema, since 
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it decreases the diastolic filling time per minute, 
which in turn elevates the left auricular pressure. 

It is interesting that a patient who goes into right- 
sided failure may have considerable relief of the 
symptoms which have been due to pulmonary edema, 
for the frequency of attacks of pulmonary edema 
may be greatly reduced because of the decreased 
ability of the right heart to pump blood to the pul- 
monary circuit. 

Clinical Considerations. While the knowledge of 
the anatomic, pathologic, and physiologic factors 
was being accumulated, clinical experience was also 
being obtained. Since 1948 various types of valvu- 
loplasty and commissurotomy have been attempted. 
The first of these attempts paralleled the earlier at- 
tempts and were excisional in type, being attempts 
to excise a portion of the valve in the region of the 
commissure. Results in these cases were somewhat 
encouraging, but as knowledge of the anatomic and 
physiologic factors accumulated, it became more ap- 
parent that if the area of fusion of the cusps could 
be broken in the region of the flexible zone near 
the periphery of the valve, it might be possible to 
restore valvular action to the leaflets. That is, the 
valve could open quite widely and close completely. 
If an incision were made in the zone of the fused 
commissures without cutting any chordae tendinae, 
it would leave the valve completely supported from 
the ventricular side by these structures and one 
could expect a valve which would not be insufficient. 

It is important that the incision be carried suffi- 
ciently far peripherally to enter the flexible zone near 
the annulus and that no incision be made into the 
leaflets proper. However, it is of even greater impor- 
tance that no incision be carried into the anterior valve 
leaflet, for this results in insufficiency which is severe 
and usually fatal. 

These are the fundamental considerations which 
permit the surgical correction of mitral stenosis 
without production of mitral insufficiency. This is 
the ideal for which one strives and usually obtains. 
It is quite apparent that there are occasions when it 
cannot be obtained because of anatomic considera- 
tions, or because of emergency situations which 
arise during operation. 


The Surgery of Mitral Stenosis 


It is not the purpose of this article to describe in 
detail the many variations in the operative pro- 
cedure for enlarging the mitral orifice. But a simple 
description is given here to illustrate the principle 
which is involved. 
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Figure 1. Index finger palpating mitral 
valve through left auricular appendage. 


The Approach. The valve is now usually ap- 
proached through the left auricular appendage. 
When the pericardium has been opened, a purse- 
string suture of braided silk is placed around the 
base of the appendage. The appendage is examined 
to determine whether or not any clot is present in it. 
When it has been determined that none is present, 
a non-crushing clamp is applied to the base of the 
auricular appendage, and an opening is made into 
the appendage itself. The interior of the appendage 
is examined for any evidence of small clots or other 
abnormalities. 

The appendage is opened wide enough to allow 
the passage of the operator’s finger. The cut edges 
of the auricular muscle are held with a forceps to 
permit the finger to be inserted as far as the oc- 
cluding clamp. The clamp is then released, and the 
finger is inserted slowly and gently into the auricle 
proper (Figure 1). If necessary, the purse-string 
suture around the base can be tightened to prevent 
any bleeding. 

Palpation of the valve can then be performed. The 
stenotic orifice can be located, and regurgitation can 
be detected if present. Insufficiency is noted by the 
reflux of blood through the orifice which strikes the 
palpating finger like an intermittent blast of air on 
the finger tip. The commissural zones are readily 
felt. During this manipulation great gentleness is 
of the utmost importance, and care must be taken 
not to occlude the valve orifice for any appreciable 
period of time. 

Manipulation of the Valve. In the majority of cases, 
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proper pressure directed along the commissural 
zone on the medial commissure will produce a frac- 
ture of the commissure which can then by manipula- 
tion be carried into the peripheral zone. This 
maneuver of pressure along the commissure can be 
accomplished in the anterior zone and the mitral 
orifice widened to its maximum. In most instances in 
which operation is performed, the orifice of the 
mitral valve will not admit the finger tip prior to the 
carrying out of these maneuvers. But at the end of 
the procedure the valve orifice will be of a size or- 
dinarily to admit three fingers. 

In some cases it is not possible to produce a 
finger-fracture of the mitral commissure. This situa- 
tion is found in valves that are highly flexible and 
rubbery so that they “give” ahead of the finger with- 
out fracturing along the zone of the commissure. In 
these cases a small knife is inserted along the finger 
that is already in the auricle. 

Many forms of knives are available for this pur- 
pose. One that appears to be of great value is a very 
thin, probe-like knife which has fine saw teeth. This 
instrument can be inserted along the finger without 
difficulty and without additional bleeding. When 
the blade is guided by the finger tip into the zone of 
the commissure, an incision is made in the com- 
missure which can be enlarged until it is adequate 
in size. 

During operation a continuous electrocardiogram 
is observed. During manipulation of the valve, one 
sometimes notes ventricular extrasystoles, particu- 
larly if the finger is passed into the ventricle. 

When the valve has been properly opened, the 
knife is withdrawn, and the operator again examines 
the valve to be certain that all is in order before he 
withdraws the finger. As he does so, the non-crush- 
ing clamp is again placed on the auricular appendage 
and the purse-string suture at its base is tied. The 
remainder of the appendage is then amputated and 
oversewn. The pericardium is left open and the op- 
eration is concluded as any thoracotomy. Each of 
the methods which has been mentioned, that is fin- 
ger-fracture and incision, has a useful place, and 
very commonly a combination may be employed to 
advantage. 

Since no actual tissue is removed from the valve 
there has been some concern as to whether the valve 
leaflets might again fuse at some time in the post- 
operative period, either early or late. In the five 
years in which clinical data have been accumulated, 
there has been no definite evidence that fusion of 
these cut valve leaflets occurs. It appears that if im- 
provement is shown shortly after the operation, it 
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has been maintained to date. However, all of the 
periods of postoperative observation have been rel- 
atively short in terms of the long period of years 
in which the lesions originally formed, and no def- 
inite conclusion can be drawn with certainty as to 
what the ultimate result will be. 


Indications for Operation 


Armed with the knowledge that there is a safe 
method for the correction of mitral stenosis and 
with the experience in handling the difficult tech- 
nical problems that may arise during operation, 
the scope of the procedure has been greatly wid- 
ened. The procedure is now available to larger and 
larger numbers of individual patients. 

Fundamentally the principles involved in the se- 
lection of a patient for operation are relatively 
simple. However, the application of these prin- 
ciples must be based on a thorough study of the 
specific patient involved. 

All patients with mitral stenosis should be con- 
sidered as to whether valvular surgery will be helpful. 
This does not in any sense mean that operation 
should be carried out in all such patients, but they 
should be evaluated as to whether or not reasonable 
benefit could be obtained thereby. As is well under- 
stood, the extremely serious prognosis in all pa- 
tients with symptomatic mitral stenosis makes this 
mandatory. However, before operation is seriously 
considered, we demand definite evidence of im- 
pairment of cardiac function or progression of the 
lesion. 

Clinical History. As one takes the history from a 
patient with mitral stenosis, it is striking to note 
how very uniform is the story the patient relates. 
The insidious onset of ease of fatigue, dyspnea, 
episodes of right-sided failure, and ultimately ar- 
rhythmia is so constant that the diagnosis is us- 
ually suspected after interviewing the patient for a 
few minutes. 

It is of utmost importance, to ascertain whether 
or not tolerance for exercise is decreasing. Because 
of the slow progress of disease, many patients are 
able to compensate for their lesion by decreasing 
the rate at which they undertake their activities. 
Although their activities may already have become 
quite limited, they are able to carry out some fair 
part of their daily duties by doing each thing in a 
very slow and orderly manner. Frequently there 
will be periods in which the patient voluntarily 
rests in order to muster his forces for an effort 
which he intends to make later in the day. By the 
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time this type of limitation of activity has occurred, 
the stenotic process is already far advanced. In 
these patients the left auricular pressure is ele- 
vated, and episodes of pulmonary edema or hemop- 
tysis may occur in the presence of exertion or 
tachycardia. 

Let us take as an example, a rather typical patient 
who presents himself for evaluation. In general, he 
will be under the age of 40 and will have had increas- 
ing ease of fatigue and dyspnea on exercise over a 
period of months to years. The amount of disability 
is quite variable, but usually the minimum loss of 
activity will be shortness of breath on climbing a 
flight of stairs. 

A large number of these patients will have no 
previous knowledge of an attack of rheumatic fever 
in childhood or adolescence. Most of them will 
have been told that they have a murmur some time 
in the past. Many will have had repeated hemop- 
tyses. Many have had an episode of failure associ- 
ated with some other illness or with pregnancy. 
Chronic cough associated with the dyspnea is quite 
common, as are apparent respiratory infections 
which in reality frequently represent mild pul- 
monary edema. Most patients do not complain of 
orthopnea, but some of them will have had episodes 
of paroxysmal and nocturnal dyspnea. Auricular 
fibrillation is often present and is no bar to further 
consideration for operation. Rather we feel that its 
presence indicates the need of operation, if other 
factors are favorable. 

Physical examination usually shows a character- 
istic murmur of mitral stenosis, with variations ac- 
cording to the cardiac rate and rhythm. It is im- 
portant to examine the precordial area with great 
care in order to detect some of the localized mur- 
murs of mitral stenosis. It is of considerable aid to 
listen to the patient immediately after he has been 
turned to the left lateral position and after cough- 
ing. These maneuvers may accent a murmur other- 
wise difficult to hear. 

It is quite frequent to hear other murmurs in as- 
sociation with the murmur of mitral stenosis, par- 
ticularly those of mitral insufficiency and aortic 
insufficiency. If the associated murmur is that of 
mitral insufficiency, we then pursue other studies to 
evaluate its quantity and its seriousness. In the 
presence of aortic insufficiency we have more re- 
cently determined that if there is no significant 
widening of the pulse pressure, this does not con- 
traindicate surgery of the mitral valve. 

Further examination may also show congestive 
changes in the lungs and the liver. These merely 
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present problems of medical management prior to 
operation, and if they can be well-controlled, they 
do not constitute any contraindication. 

X-ray Studies. Radiologically, the patient with 
mitral stenosis presents a rather characteristic pic- 
ture. There is straightening of the left border of 
the heart, and it is frequently convex. On the right 
side, a shadow of the left auricle may sometimes 
be seen. Frequently the right heart is enlarged, but 
there is no left ventricular enlargement in the pure 
lesion. In the case of even mild aortic insufficiency 
or combined mitral insufficiency and stenosis, there 
may be left ventricular enlargement. 

With a barium swallow the enlargement of the 
left auricle stands out quite clearly. Under fluoro- 
scopy one can, utilizing the lateral position, ascer- 
tain the presence of insufficiency of the mitral valve 
by detecting a paradoxical motion of the left auricle 
during systole. This sign, which has been described 
by Harvey and applied to cases in our clinic, has 
been most helpful in ascertaining preoperatively the 
degree of insufficiency. 

Circulation time measurements may be normal or 
greatly prolonged. Vital capacity is usually con- 
siderably reduced due to pulmonary engorgement. 
However, in early and well-compensated cases, the 
vital capacity may be normal. 


Evaluation of Risk 


If one were to elect the ideal type of patient for 
valvuloplasty or for mitral operation, one could lay 
down the following criteria: (1) Patient under the 
age of 45 years. (2) Moderate limitation of activity. 
(3) Definite left auricular enlargement. (4) Auricular 
fibrillation may or may not be present, but if pres- 
ent, of relatively short duration. (5) If other valvular 
lesions are present, they should be of minimal de- 
gree. (6) No history of previous embolization. (7) 
No rheumatic activity. (8) No other disease with 
serious prognosis is present. (9) If failure has been 
present, it has been readily controlled by digitalis, 
low-salt diet, and diuretics. 

This group of patients has an extremely favorable 
outlook with operation. It can be expected that the 
mortality rate in this group will be less than 2 per 
cent and that a very favorable result will be obtained 
in about 80 per cent of the patients who have opera- 
tions. In about 15 per cent the amount of improve- 
ment will be only moderate, but adequate for usual 
normal adult activity. The remaining 3 per cent of 
the patients may notice little or no improvement 
because of other factors at operation or because of 


complications that ensue during the weeks or 
months following operation. 

It is therefore highly desirable to obtain patients 
in this general group in whom operative risk is ex- 
tremely low. For these patients, surgery offers new 
hope and benefits which are incalculable. They are 
changed from individuals who can barely get through 
their daily routine, extremely limited though that 
may be, and are freed from the problems of con- 
stantly recurring pulmonary edema, congestive 
failure, dyspnea, and limitation of activity. Life is 
no longer a dreary, slow routine which must be 
rigidly followed in order to maintain compensation. 

The second group in whom the outlook from oper- 
ation is slightly less favorable includes patients who 
have: (1) Very marked limitation of activity. (2) 
Prolonged auricular fibrillation. (3) Repeated con- 
gestive failure. (4) Age above 45 years. (5) Peripheral 
embolization without serious residual. (6) Demon- 
strable liver damage by liver function test. 

In these patients there is increased risk to opera- 
tion although none of the factors listed above neces- 
sarily constitutes a contraindication to operation. 
If age alone is considered, for example, we feel that 
certainly below the age of 60, if other factors are 
favorable and the patient has pure mitral stenosis, 
operation is still indicated if the patient has signs of 
serious interference with activity. The oldest pa- 
tient that we have operated on to date has been 58 
years old. She has obtained an excellent result. 

The operative mortality in this group will be ap- 
proximately 10 per cent. The majority of deaths are 
due to complications of peripheral embolization 
from left auricular thrombi, or of pulmonary em- 
bolization from the right side of the heart. However, 
of those patients who survive operation, the amount 
of improvement is approximately the same as in the 
first group. 

The third group, in which the outlook from opera- 
tion is much less favorable, are those patients who 
show one or more of the unfavorable findings of 
group II, with the addition of the following: (1) 
Extreme limitation of activity, the average index 
being an inability to walk more than 25 to 30 feet 
without serious dyspnea. (2) Cardiac failure which 
is intractable or extremely difficult to control. (3) 
Serious hepatic impairment in the presence of a 
greatly enlarged liver. (4) Acute rheumatic activity. 
(5) The presence of other valvular lesions of some 
severity. 

A considerable majority of patients who fall into 
this classification do so because of long-standing 
disease, congestive failure which is difficult to con- 
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trol, and because of the presence of other valvular 
lesions. Most of these patients will be extremely 
dyspneic, even at rest, and they require mercurials 
regularly in order to maintain any sort of compensa- 
tion compatible with life. 

The operative mortality in this general group will 
range between 25 and 40 per cent, depending upon 
the severity of the process in the individual case. 
In this group also are to be found some valves which 
are more difficult to handle technically at operation ; 
and unless a considerable increase in the area of the 
mitral orifice can be obtained at operation, the out- 
come is extremely unfavorable. In this group also 
one will tend to find many valves which are less 
flexible than those in the other groups. It is strik- 
ing, however, that this is by no means always true 
and that a large number of these patients can be 
salvaged. 

Thus, of the total there is a return to good activity 
in about half of the patients. Since this is true 
and since the prognosis without operation is a 100 
per cent mortality in a few months, the rather high 
operative mortality certainly compares favorably 
with the untreated disease. 

In some of these cases there will be found auricu- 
lar thrombi as a cause of peripheral embolization, 
and the auricles will tend to be extremely large. 
This necessitates certain other technical maneuvers 
which give access to the auricle without disturbing 
either the intra-auricular or intra-appendiceal 
thrombi. 

We have operated on a number of patients utiliz- 
ing the pulmonary vein or the auricle proper in 
order to safely gain access to the valve. 

Contraindications. The chief contraindications to 
operation are: (1) The presence of other valvular 
lesions that are of major importance. (2) Concomi- 
tant renal disease or systemic disease with a less 
favorable prognosis than the valvular lesion. (3) 
Active endocarditis or active rheumatic carditis 
which is not controllable. (4) Completely uncon- 
trollable congestive failure. 


Postoperative Course 


Postoperative care of the patient is of utmost im- 
portance. In a certain number of patients auricular 
fibrillation develops where it has not been present 
preoperatively. These ordinarily are patients who 
have been borderline and who may have had some 
bouts of fibrillation which have been converted by 
the use of quinidine and/or digitalis. In about one- 
half of these patients, the fibrillation persists in 
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spite of all efforts to revert it. This figure of course 
applies only to those who have developed the fibril- 
lation in the postoperative period. 

The control of the ventricular rate in the post- 
operative period is urgent and must be watched 
closely. In the poorer risk groups, patients occa- 
sionally develop evidence of failure in the immediate 
postoperative period, which if properly controlled, 
is usually the last such bout that is seen. 

In the immediate postoperative period, striking 
improvement is the rule, and the patients are 
usually home ten days to two weeks following the 
operation. Within six weeks following operation, 
they are able to return to their activities. 

The occasional patient who fails to improve 
usually does so because of some anatomical situa- 
tion which makes fulfillment of the usual criteria 
for satisfactory operation impossible. This may 
be due to a narrowing of the annulus so that the 
valve ring itself is greatly shrunken, or some other 
similar cause. In the poor risk group one may be 
occasionally hurried to the point of not being able 
to secure the type of result he would like because 
of the extremely precarious condition of the patient 
during operation. 

If improvement has been obtained shortly after 
operation, it appears to be maintained, and we 
have not seen regression of this improvement. 
Cardiac catheterizations in such patients after 
operation show a decrease in their pulmonary 
artery pressure and the pulmonary capillary pres- 
sure usually falls to within normal limits. Cardiac 
output appears to be increased proportionately to 
the success of the opening of the mitral valve. 

Rarely one encounters a patient who has an exac- 
erbation of rheumatic activity following operation, 
and because of this he may be very slow to show 
improvement. This possibility should always be 
considered when an immediate good result is not 
obtained. 

Murmurs which are present preoperatively are 
ordinarily greatly modified following surgery. In 
many instances the murmur is so reduced that it is 
extremely difficult to hear. However, in other 
patients a considerable murmur may still remain. 
We have not been able to detect a direct relation- 
ship between the end result and the amount of 
change in the murmur, for many individuals who 
still have a considerable mitral murmur following 
operation have obtained excellent functional re- 
sults. This is particularly true in the group of 
older patients or in those in whom there is a con- 
siderable degree of calcification of the valve. Ap- 
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Figure 2. Pericardial sling for correction of 
mitral insufficiency. The drawing on the 
right shows how the sling moves upward 
to close the mitral valve orifice during systole. 


parently the stiffness of the leaflet may cause a 
murmur even though there may be no significant 
obstruction to flow. 


Mitral Insufficiency 


Insufficiency of the mitral valve may occur alone 
or in association with mitral stenosis. Shortening of 
the chordae alone or shortening of the valve cusps 
produces a relatively pure form of insufficiency. 
Very commonly however there is both stenosis and 
insufficiency. If both mitral insufficiency and 
stenosis are present, one element may gradually 
become predominant with the further passage of 
time, leaving the other less readily detectable. 

In any case, there is essentially a deficiency of suf- 
ficient valvular substance to permit complete closure 
of the leaflets. Attempts at correction of mitral in- 
sufficiency have therefore been directed toward the 
supplying of some additional tissue or substance 
to block the remaining opening. Procedures de- 
signed to do this follow several general patterns, 
all of which introduce into the upper portion of the 
ventricle a material which is capable of moving into 
the relatively immobile open aperture during 
systole. 

A vein graft with its endothelial side everted has 
been used by Murray. This vein segment is passed 
through the ventricle in such a way that it forms 
a sling which can move upward in ventricular 
systole, closing the orifice of the mitral valve, while 
in diastole it falls into the ventricle. Other at- 
tempts have been made to use free sections of peri- 
cardium in a similar fashion, Large amounts of 
pericardium are available, and these can thus close 
a larger opening in the mitral valve. However, all 
of the tissues employed as free grafts have been 
shown to undergo atrophy, and eventually they 


become relatively functionless. However, Murray of 
Toronto still employs this method, using the vein 
graft which he believes does not necessarily under- 
go this change. 

Tubed pedicle grafts of pericardium have also 
been employed. In this method a flap of peri- 
cardium is made with its base overlying the pul- 
monary artery, and its base is left intact much as a 
skin pedicle flap is made. The graft is converted 
into a tube by a fine arterial suture. The free end 
is then passed through the upper portion of the 
ventricle by using the index finger of the right hand 
inserted through the auricular appendage as a 
guide. A probe is passed under the guidance of the 
finger and the suture which is carried on the probe 
is then used to pull the pericardial graft through 
the heart. By properly arranging the tension on the 
graft with the finger in the heart, the pericardial 
sling can be felt to close the aperture in the valve in 
systole (Figure 2). There is evidence that such 
grafts may persist and function for considerable 
periods of time. With the finger in the left auricular 
appendage one can correct any mitral stenosis 
which may be present. 

Another technique that has been employed for 
mitral orifices in which there is extremely wide 
gaping of the two sides of the valve leaflets, is to 
pass a strip of fascia lata around the chordae 
through the ventricle and tighten these until re- 
gurgitation is greatly reduced (Figure 3). In this 


Figure 3. Pulling the chordae tendinae 
together with a strip of fascia lata 
may reduce the size of the mitral valve 
orifice and correct mitral insufficiency. 


method it is quite apparent that great care must 
be taken that no serious degree of mitral stenosis is 
produced when this is accomplished. This method 
has been much less satisfactory, and in the type of 
regurgitation which is present in these cases, the 
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outlook is certainly much less satisfactory than 
others. 

Another procedure which has been suggested is 
that in which a ball made of methyl methacrylate 
is passed through the left auricular appendage into 
the ventricle proper under the valve leaflet. As the 
heart contracts, the ball buttresses the mitral 
leaflet to push it closed. This method has not been 
satisfactory. However, a modification of this 
method by Harken was described recently in which 
a bottle-shaped piece of plastic material is intro- 
duced into the ventricle. This prosthesis can 
swing up with systole, blocking the portion of the 
valve which previously remained open. It is too 
early to evaluate the results of this technique, but 
they appear promising. 

The operative mortality for the correction of 
mitral insufficiency to date greatly exceeds that of 
mitral stenosis. A mortality of 25 to 30 per cent 
has been reported. It is apparent however that the 
strain which is placed on the left ventricle by 
mitral insufficiency is such that the situation here 
is considerably different than in the case of mitral 
stenosis where the ventricle is protected and can, 
when given the opportunity, resume a relatively 
normal activity. In insufficiency, however, the 
ventricle may already have been exhausted by over- 
work and the additional strain imposed upon it by 
operation or the postoperative period may result 
in greater operative mortality. However, with the 
increasing experience which is being gained by re- 
search it is certain that the mortality from this 
procedure is being constantly reduced, and that 
more and more cases are being accepted as suitable 
for operation. 


Aortic Stenosis 


Pathology and Physiology. Aortic stenosis is 
primarily another manifestation of rheumatic 
valvular disease. The process of fusion of the valve 
cusps is quite analogous to that seen in the mitral 
valve, in that thickening of the edges of the cusps 
occurs early in the course of the disease, and fusion 
of the commissures then follows with slowly pro- 
gressive narrowing of the valve orifice until in the 
final stages an opening of only 2 or 3 millimeters in 
diameter remains. 

Calcification is even more common than in 
mitral stenosis. This produces further distortion 
and hardening of the valve cusps. In some instances 
the fusion of the anterior cusps results in what 
would appear to be essentially a bicuspid aortic 
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valve. A number of these cases maintain sufficient 
flexibility to allow for retention of most of the 
valvular function. 

A high degree of obstruction to flow presented 
by the narrowed orifice produces a considerable 
increase in the work necessary to eject blood from 
the left ventricule into the aorta. The walls of the 
left ventricle become greatly thickened due to the 
necessity of building up high pressures to pump 
sufficient blood through the small opening in the 
aortic valve. In spite of this high pressure in the 
left ventricle, however, the aortic pressures tend 
to be lowered, and the output is reduced very 
greatly. 

On exercise anginal pain may be produced be- 
cause of the inability to increase coronary flow. 
One of the more common symptoms in patients 
with severe aortic stenosis is syncope, which is a 
bad prognostic sign. These patients are prone to 
sudden death, frequently without evidence of pre- 
cipitating cause. 

Surgwal Therapy. Just as in the case of mitral 
stenosis, some of the early attempts to correct 
aortic stenosis were by excision. Smithy tried to 
remove portions of the aortic valve through the 
aorta and found that bleeding from the puncture in 
the aorta was so difficult to control that this was not 
a practical procedure. However, he suggested that 
excision might be accomplished by a transven- 
tricular approach to the valve. 

All excisional methods produce severe regurgita- 
tion, and the sudden onset of aortic insufficiency 
is poorly tolerated. This is shown experimentally 
in animals; when such acute insufficiency is pro- 
duced in otherwise normal hearts, death rapidly 
follows. 

However, with the introduction of a new aortic 
valve such as will be described later or a modifica- 
tion of this type of valve, removal of segments of a 
stenotic aortic valve may be attempted in the future. 
The resulting regurgitation could be controlled by 
inserting a new valve simultaneously. At the present 
time relatively few operators consider excisional 
methods to be safe. 

Bailey and his co-workers introduced a tech- 
nique of dilatation of the aortic valve analogous to 
the method of finger-fracture of the mitral. It has 
been found by a number of observers that if the 
aortic valve is dilated, the fracture tends to occur 
along the line of the fused commissures. 

Some attempts have been made to dilate the 
aortic valve using the finger. In order to reach the 
valve with the finger, it is necessary to make an 


x. 
i 


opening in the myocardial musculature quite close 
to the valve outlet. Because of the high pressures 
within the ventricle as well as the poor quality of 
the myocardial musculature at this point, this 
procedure is fraught with danger. It is frequently 
impossible to close such openings into the ven- 
tricle once they have been made. 

It is possible, however, to insert a thin collap- 
sible dilating instrument through the apex of the 
ventricle, and if the blades of the instrument are 
then opened after engaging the orifice of the aortic 
valve, dilatation of the valve leaflets and fracture of 
the commissures is possible. Bailey has attempted to 
perform this dilatation through the common carotid 
artery on the right by a rigid instrument. In two 
cases it was successful; in the third the sinus of 
Valsalva was perforated with ensuing death. This 
method carries excessive risk and is essentially 
abandoned. 

The proneness of these patients to sudden death 
makes any operative procedure considerably more 
hazardous than operations upon the mitral valve. 
Further, dilatation and fracture of the aortic com- 
missures does not allow for as large an opening as 
is normally present, so that one converts the 
severe stenosis to a moderate one. 

Newer techniques have been developed for the 
transventricular dilatation of the valve, in which a 
thin flexible probe is inserted through the nar- 
rowed aortic orifice, and this is then used to guide 
the dilator into position. This makes for a safer 
and simpler operative approach. At the present 
time, it is preferable to select only patients who 
have severe aortic stenosis in which the outlook is 
very poor in the natural course of the disease. 

Eventual recurrence of stenosis is possible. 
Patients have been observed in whom recurrence of 
symptoms has been noticed after two or three 
years. Bailey has suggested that the procedure 
might be repeated if symptoms recur. We have not 
encountered a case in which we felt this was justi- 
fied. However, it is quite apparent that improve- 
ment can be obtained in some patients. With the 
development of newer techniques, the outlook will 
probably be greatly improved. 


Aortic Insufficiency 


General Factors. Aortic insufficiency is seen as a 
result of rheumatic valvulitis, syphilitic aortitis and 
valvulitis, and bacterial endocarditis. It was 
formerly our impression that aortic insufficiency, 
as a relatively pure lesion, was not very common 


in rheumatic fever. However, as we have observed 
more closely the patients who have come to us for 
evaluation, it has been more and more apparent 
that rheumatic fever frequently produces aortic re- 
gurgitation in a relatively pure form. This may be 
seen from childhood on. 

The increased load put upon the left ventricle 
by the reflux of blood from the aorta after systolic 
ejection produces dilatation and hypertrophy of the 
left ventricle. The left side of the heart gradually 
enlarges, and in the late phases of the disease, it 
may reach tremendous size. It becomes increasingly 
difficult for the ventricle to maintain an adequate 
cardiac output in the face of the reflux of large 
volumes of blood. 

The picture in the later stages of pure aortic in- 
sufficiency may be confused by the presence of an 
Austin-Flint murmur. Thus, a relatively pure 
aortic lesion may produce a murmur that simulates 
that of mitral stenosis. 

Aortic insufficiency tends to give few signs and 
symptoms until rather late in the course of the 
disease, at which time angina pectoris or con- 
gestive failure appears. By then the heart has 
greatly enlarged, and the onset of failure heralds 
the beginning of the end. In patients with syphilitic 
disease, following the onset of failure, life is usually 
measured in months in spite of the best medical 
management. In the case of rheumatic fever, the 
prognosis is somewhat better, but again, failure is 
frequently difficult to control and the general 
picture is extremely bleak. Diastolic gallop rhythm 
and an Austin-Flint murmur are also extremely 
poor prognostic signs. When they are present, 
even in the absence of obvious failure, the outlook 
for the future must be extremely guarded. 

Experimental Studies. A number of experimental 
studies for the correction of this serious defect 
have been made. The vast majority of these have 
been attended by little success. However, in 1945, 
a series of experiments were begun in our labora- 
tory to replace segments of major arteries. This was 
associated with the development of our procedure 
to correct coarctation of the aorta. From these ex- 
periments it was found that tubes made of methyl 
methacrylate (Plexiglass) were suitable for replace- 
ment of portions of the aorta. These experiments 
have developed this method for major arterial re- 
placement in the aorta and other large vessels to 
the point at which uniform success can be ob- 
tained as a permanent measure. 

One of the great difficulties encountered in the 
development of the technique was the fixation of 
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the tube into the aorta. It was determined after con- 
siderable experiment that one could fix the aorta 
to the prosthesis by a process which we have called 
“multiple-point fixation.”” This technique involves 
the use of a split nylon ring which has numerous 
spaced points. These points are longer than the 
thickness of the aortic wall and the ring is applied 
to the aorta over the tube. Pressure is exerted only 
at discrete points, not in a continuous circum- 
ferential ring as would be done by a ligature. The 
use of this “multiple-point” pressure to fix the 
aorta to the prosthesis enables the blood supply to 
be maintained to the portions of the aorta beyond 
the fixation ring. It is only through the use of this 
principle that successful intubation can be uni- 
formly obtained. 

When it had been determined that such plastic 
prostheses could function successfully and perma- 
nently, it was apparent that the use of a more 
complicated device such as a valve might be 
feasible. Accordingly, experiments were begun to 
fashion such a valve of these materials, applying 
the knowledge that had been gained with the tubes, 
and a ball-type valve was developed. The shape of 
the valve is shown in Figure 4. 

The systolic pressure moves the ball into the en- 
larged central area of the valve chamber where 
blood can pass around the ball through the open- 
ings which are provided in the chamber. As soon 
as the systolic pressure ceases, the diastolic reflux 
immediately closes the valve by pushing the ball 
into a valve seat at the proximal end of the valve. 
The ball is so constructed that its responsiveness 
to minimal changes in pressure is extremely sensi- 
tive. Because of the very light weight of the ball 
and its guidance by the sides of the chamber, the 
valve will function in any position. 

Accordingly, this valve was tested in animals 
over the period of the ensuing six years. Many 
changes were made in the original design until this 
present model was developed. In the experimental 
animals this valve has now been implanted some 
hundreds of times. There have been no evidences 
of clotting in the valve, and there have been no 
instances in which the valve became displaced from 
the aorta. Fixation by fibrous tissue is very firm; 
and after the valve has been in place for a short 
time, it can only be removed by sharp dissection. 
The aorta grows intimately around it as do the sur- 
rounding structures. Some animals are now living 
after almost five years in which the valve has been 
functioning during the entire period. 

In order to obtain maximal blood flow through a 
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Figure 4. Diagram showing function of plastic valve for correc- 
tion of aortic regurgitation. In the side views it is apparent that 
blood can flow through the valve in one direction only. Shown in 
the end view of the valve chamber are bulges that provide extra 
space for passage of blood around the ball. 


valve of this type with an enlarged chamber it is 
not possible to implant the whole of the valve inside 
of the aorta. Therefore, when the valve is to be in- 
serted, the aorta is divided and the size of the inlet 
of the valve is selected so that it is of the maximal 


Figure 5. Plastic valve fixed in place by 
multiple point fixation with nylon rings. 


size of the aorta. The valve is inserted into the ends 
of the opened aorta and the fixation rings are tied 
in place. The fixation rings are further secured by 
braided stainless steel wire (Figure 5). 

Technique. The valve is inserted into the aorta 
just beyond the left subclavian artery. In this site 
the aorta can be occluded safely for about twenty 
minutes in human beings, and in most cases the 
time limit is considerably longer than this. It must 
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be remembered that in the case of valvular disease 
with an intact aorta, the situation is somewhat 
different than in coarctation of the aorta where the 
time interval is essentially unlimited; in coarcta- 
tion, collateral circulation continues much as it did 
when the aorta was not occluded. However, the ac- 
tual insertion of the valve can usually be accom- 
plished with an interruption of blood flow for only 
three to five minutes, so that one is well within the 
limits of safety. 

Experimental studies have shown that after the 
valve is inserted, the aortic valve of the dog of the 
experimental animal can be removed safely with 
minimal circulatory changes. Beyond the valve the 
blood pressure remains normal and the pulse wave 
normal in contour. However, proximal to the valve 
in the vessels to the head there is a characteristic 
widening of the pulse pressure and change in 
pulse contour associated with aortic insufficiency. 

Physiologic Considerations. We have endeavored to 
obtain as much physiologic information as possible 
during these experiments. It has been our con- 
clusion that approximately 75 per cent of the reflux 
is controlled by placing the valve in the aorta just 
beyond the left subclavian. Placing it here offers 
many advantages of safety. One does not occlude 
the blood supply to the brain during the insertion 
of the valve. One is not forced to deviate the circula- 
tion of the heart to insert the valve, nor is it neces- 
sary to occlude the venae cavae to prevent overdis- 
tention of the right heart while insertion is being 
carried out. These factors make for minimal risk 
to the patient while maintaining almost all the 
benefits. 

Electrocardiograms in animals have shown no 
change suggestive of coronary insufficiency. In pa- 
tients in whom angina is a prominent symptom of 
coronary insufficiency, one of the major causes of 
this condition in rheumatic disease is primarily that 
of excessive work of the heart which is no longer 
capable of maintaining such a load. The large ven- 
tricular size and its dilatation due to the large vol- 
ume of blood which refluxes with each beat and the 
increased need of oxygen and glucose all may be 
factors in precipitating angina. If one can remove 
most of the load from the heart, relatively small 
amounts of insufficiency may be extremely well tol- 
erated, and in these cases narrowing of the coronary 
orifices may not be a factor nor may the low diastolic 
pressure. In syphilitic disease the narrowing of the 
coronary orifices, of course, may play an important 
factor in the production of angina. 

Since no problem of clotting or displacement of 


the valve had been encountered after these exten- 
sive experimental observations, a number of animals 
were killed to observe the problem of wear upon the 
valve after long periods of use. We have not been 
able to detect appreciable signs of wear after periods 
as long as three years. Others are still living after 
considerably longer periods of time, but have not 
been sacrificed in order to maintain a much longer 
follow-up. 

Mechanical efforts at testing the valve have been 
utilized to see if the problem of wear could be bet- 
ter ascertained. Using a mechanical device produc- 
ing pulsating physiologic pressures, such valves 
have been subjected to 27 million cycles of opening 
and closing and have been measured for wear. None 
has been detected. This is probably because of 
the very low pressures involved and because the 
valve is being constantly lubricated by the fluid 
blood. 

Clinical Application. After studying all of these 
factors, this type of plastic valve has now been uti- 
lized clinically in the correction of severe aortic in- 
sufficiency. The patient was a 30-year-old woman 
with severe aortic insufficiency of rheumatic origin. 
The blood pressure was 180/40/0 in the arms and 
was 100/30/0 in the legs. She had a typical grade 
IV diastolic blowing murmur along the left sternal 
border, and a diastolic gallop and an Austin-Flint 
murmur at the apex. The pulse was typical re- 
gurgitant in type, and she had had an episode of 
failure and angina. 

At operation the aortic valve was inserted without 
incident. Continuous electrocardiograms during the 
procedure showed no change and no evidence of 
coronary insufficiency. Following operation this 
patient has done well, with the disappearance of her 
gallop rhythm and a return of circulation times to 
normal. There has been a fall in the systolic pressure 
in the arms to 140 mm. Hg; this has been in- 
terpreted as evidence of a decreased necessity for 
high pressures in order to evacuate the ventricle. 
The patient is now two months postoperative, and 
is greatly improved symptomatically and doing well. 
Further clinical work is being done. 

It is our belief that this marks the beginning of a 
new approach to the treatment of aortic insufficien- 
cy, and that it now offers for the first time a simple 
and relatively safe method for the surgical correc- 
tion of this lesion. 


Discussion 


The methods and general results of various pro- 
cedures which are available for the correction of 
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acquired valvular lesions have been mentioned. 
Tricuspid stenosis has not been dealt with here be- 
cause the problem of tricuspid stenosis is essentially 
the same as that of mitral stenosis, except that it is 
rarely seen as an isolated lesion in its acquired form. 
When tricuspid stenosis occurs with mitral stenosis, 
the lesion may be treated either at the same op- 
erative procedure or separately. If they are treated 
separately, it is preferable to relieve the mitral ste- 
nosis first and to follow it shortly with operation on 
the tricuspid valve. 

From the foregoing discussion it is apparent that 
there are several procedures available for each of 
these types of acquired valvular disease. Some are 
more satisfactory than others. It should be em- 
phasized that the selection of patients is most im- 
portant in obtaining the maximal benefit from each 
of these procedures. It is our feeling that this care- 
ful evaluation of the patient’s over-all status in ar- 
riving at the decision for or against operation is a 
prime factor in the ultimate outcome. When decision 
has been made that operation will be of benefit, the 
close co-operation of the internist, the anesthetist, 
and the surgeon is essential. 


Of all lesions that are amenable to surgery, pure 
mitral stenosis offers the most favorable outlook 
from operation, and the patient should be offered 
the benefit of surgery before this disease has pro- 
duced irreversible changes. Mitral insufficiency is 
now falling into the group in which surgical treat- 
ment should be thoroughly considered. 

Finally, in the case of aortic insufficiency, operation 
should be considered in all patients in whom consider- 
able cardiac enlargement is occurring or in whom fail- 
ure has been present and is still controllable. The out- 
look in the operative intervention in aortic stenosis 
should be still limited to cases with severe symptoms. 

We have entered upon a new era of thinking for 
acquired valvular disease, and the surgical risk is no 
longer excessive. The benefits are many, and the 
change of an individual from hopeless invalidism to 
active life is expected. The approach to the control 
of multiple lesions is imminent, though it still pro- 
vides a serious challenge. From the laboratory and 
the clinics we daily find new knowledge and new 
concepts, for we have already accumulated the tools 
whereby ultimately the correction of all cardio- 
vascular lesions may be accomplished. 


Dangers of the Queckenstedt Cest 


Lumsar PUNCTURE has little value in the diagnosis of any acute cerebral lesion, except to deter- 
mine the presence of infection or subarachnoid hemorrhage. The degree of pressure recorded 
by the spinal manometer is not an accurate estimate of the intracranial pressure when a 
space-occupying cerebral lesion is present. Innumerable incidents have been recorded of 
normal or even subnormal readings of spinal fluid pressure which were associated with 
proved massive intracranial lesions. 

Jugular compression (Queckenstedt test) has absolutely no value in intracranial diagnosis 
and should be condemned. The Queckenstedt test is designed primarily and solely to deter- 
mine whether a block exists in the spinal subarachnoid space. Despite the worthlessness of 
jugular compression as a diagnostic aid in intracranial disease, it is almost a routine procedure 
for the average physician. A survey of the practice of interns and residents would indicate 
that their medical school teaching is to the effect that whenever one does a lumbar puncture 
one automatically compresses the jugular veins as part of the procedure. 

It is probable that many of the deaths attributed to lumbar puncture could have been 
prevented if the jugular veins had not been compressed as a routine part of the procedure.— 


(C. H. Suecpen and R. H. Pupenz, Surg., Gynec. & Obst., 95: 122, 1952.) 
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Iulying Jutravenous 
Catheters 


REPEATED venipunctures for administration of intraven- 
ous duids is not only annoying to patients, but some- 
times may result in so much thrombosis of peripheral 
veins that its continuation becomes a serious therapeutic 
problem. This can partially be solved by the use of in- 
lying vinyl or polyethylene tubes. The advantages of 
such catheters are: (1) avoidance of repeated needle 
punctures; (2) greater freedom of the use of the arm or 
leg; (3) ease in administration of blood, protein, and 
other solutions. 

The technique is shown in the accompanying photo- 
graphs. (1) A size fifteen needle is slipped through the 
skin into a conveniently located peripheral vein. 
Through this a size nineteen vinyl tube or size PE sixty 
or PE ninety polyethylene tube is passed for a distance 
of six or eight inches into the vein (Figure 1). (2) The 
needle is then slipped out over the inlying catheter, and 
a number nineteen needle for a vinyl catheter or number 
PE ten for a polyethylene catheter, is slipped into the 
end of the tubing (Figure 2). Intravenous fluids are 
administered through the needle by a slow drip. (3) A 
dressing is placed over the site of the needle puncture, 
and the tubing can thus be left in place for three to five 
days (Figure 3). In the case of vinyl tubing, at the end 
of three to five days, the tube should be withdrawn 
slightly. If it has become clouded, it should be removed, 
as this is an indication that it may be becoming brittle 
and can break off in the vein. 

A device is available which fits tightly over the end of 
the plastic tubing so that after intravenous fluid a small 
amount of heparin can be passed through it and a cap 
placed over its end, to prevent clot formation until 
another infusion is to be given. 

Vinyl tubing can be sterilized by autoclaving, but 
polyethylene tubing must be sterilized by soaking in 
antiseptic solutions. No preparation of the skin is 
necessary before the insertion of the tubing, except the 
usual scrubbing with alcohol or other mild antiseptic 
solutions. If no sufficiently large vein is available, it may 
be necessary to cut down on a vein and pass the catheter 
into it under direct vision. This is preferable, however, 
to the disadvantages accompanying repeated venipunc- 
ture in seriously ill patients. 
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Figure 3. 


Cips from Other Journals 


GRADE 


GRADE 1 


Varying prominence of left midcardiac segment. 


Cardiac Contour in Thyrotoxicosis 


In THE absence of other apparent cardiovascular 
complications, about two-thirds of patients with 
thyrotoxicosis have prominence of the left mid- 
cardiac segment, according to Greenberg and as- 
sociates. As shown in the accompanying diagram, 
this varies from a tendency toward convex promi- 
nence to an obvious bulging (Am. J. M. Sc., 224: 
559, 1952). 


“Interrupted” Veratrum Treatment 


ALTHOUGH some investigators have reported good 
results in the treatment of hypertension with puri- 
fied derivatives of veratrum viride, Hoobler and as- 
sociates found that these drugs too often provoked 
vomiting when given in effective doses. However, 
they were able to devise a satisfactory method for 
giving a purified derivative of veratrum album (Pro- 
toveratrine) because this drug had less tendency to 
induce emesis. 

They gave an initial large dose after breakfast. 
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The amount of this dose ranged from 0.5 to 1.5 mg., 
and was the smallest amount causing a significant 
hypotensive effect. This effect was then sustained 
by giving “reinforcing” doses of 0.25 mg. each at 
10:00 a.m. and 1:00 p.m. This regimen provided a 
satisfactory lowering of blood pressure lasting six 
to eight hours. 

Although this method did not provide continuous 
control of hypertension, results in cases of severe 
hypertension were good. In some instances, the 
schedule of doses was shifted to the evening in 
order to prevent paroxysmal nocturnal dyspnea, 
and this object was accomplished. The authors’ 
studies did not afford data that would permit com- 
parison of their “interrupted” veratrum treatment 
with the usual “continuous” method (Ann. Int. 


Med., 37 :465, 1952). 


Bronchiogenic Carcinoma and Chromates 


During a ten-month survey in a chromate plant 
employing 400 workers, Imprescia discovered seven 
cases of bronchiogenic carcinoma. The author pre- 
sented evidence that chromates are definitely can- 
cerigenic and that susceptible persons are likely to 
develop lung cancer when exposed for long periods 
to an atmospheric concentration of 1 mg. of chro- 
mate per cubic meter of air (Dis. of Chest, 22:347, 
1952). 


Splenic Flexure Syndrome 


MACHELLA and associates reported a group of forty 
datients in whom trouble at the splenic flexure of 
the colon often mimicked coronary artery disease. 
They believed that distention of the splenic flexure 
by gas or by feces was the mechanism for symptoms. 
Confirmation of this idea was obtained by showing 
that the flexure often was unusually distended by 
gas at times when patients were having discomfort. 
Also it was possible to reproduce symptoms of an 
attack by inflating a balloon in the splenic flexure. 

The syndrome was represented as episodes of 
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pain, located most often in the left upper quadrant 
or precordial region. Frequently pain was felt in 
more than one place (left upper quadrant, pre- 
cordium, left shoulder was one such association). 
The pain was never very great. The precordial com- 
ponent was described as pressure, fullness, or 
aching. 

Attacks seemed to be provoked by various factors, 
including emotional disturbances, constipation, eat- 
ing, and lying down. Commonly an attack ended 
with expulsion of feces or flatus spontaneously or 
as the result of an enema (Ann. Int. Med., 37:543, 
1952). 


Interatrial Septal Defect 


Work1ne at the Children’s Hospital in Boston and 
at the Harvard Medical School, Gross and co- 
workers have devised a method that provides ade- 
quate exposure for repair of interauricular septal 
defects. A rubber truncated cone is attached to the 
right auricle. When the auricle is opened, the cone 
acts as a reservoir for the blood that wells up from 
the heart. Under these circumstances, the auricle 
can be left open for long periods. Meanwhile the 
surgeon, working through the bottom of the rubber 
“well,” can close the septal defect. 

The preliminary report of use of this technique 
emphasizes that it is safe but that the method for 
closing the septal defect must be highly individual- 
ized. Of the six patients operated upon, none had 
any ill effects from the method of surgical approach, 
but four of them died postoperatively because of 
imperfections in the techniques used for closing 
the septal defect (New England J. Med., 247:455, 
1952). 


Treatment of Influenzal Meningitis 


IN FIFTEEN cases of meningitis due to H. influenzae, 
Ross and associates administered a combination otf 
chloramphenicol and sulfadiazine. All of the pa- 
tients were less than 4 years old. There were two 
deaths in the series—infants who had been ill nine 
and ten days respectively before treatment was 
started. Of the thirteen patients who recovered, one 
had complications referable to meningitis (transi- 
tory weakness of the lower extremities). There were 
no toxic effects of therapy on the hematopoietic 
system. 

At the start of treatment both drugs were usually 
given parenterally. Chloramphenicol was used in a 
finely divided microcrystalline form that could be 
suspended in saline and was injected intramuscu- 


larly in a daily dose of 100 to 150 mg. per kilogram 
of body weight. There were some local tissue reac- 
tions to these injections; none were serious. As pa- 
tients improved, chloramphenicol was administered 
by mouth in a dose of 100 to 150 mg. per kilogram 
of body weight per day in a four-hour to six-hour 
divided dosage schedule. 

During the acute phase of the disease, sulfadia- 
zine was given in a dose of 0.3 to 0.4 Gm. per kilo- 
gram of body weight per day in a divided dosage 
schedule. About half these amounts were used dur- 
ing the convalescent period. 

Average duration of fever after therapy began was 
about three days. General clinical improvement was 
noticeable at about the same time. Organisms disap- 
peared from the spinal fluid within one to two days. 
The average total duration of therapy for chloram- 
phenicol was nine and one-half days; for sulfadia- 
zine, seven days. 

The authors could not say that this combination 
of drugs gave better results than might have been 
obtained from chloramphenicol alone. Indeed, they 
mentioned that the work of other investigators in- 
dicated that chloramphenicol alone was equally 


effective (New England J. Med., 247:541, 1952). 


Results of Prostatic Surgery 


IN AN analysis of prostatic surgery performed at the 


Wesley Memorial Hospital from 1942 to 1950, Bulk- 
ley and Kearns reported a considerably higher 
death rate following suprapubic prostatectomy than 
after operation by the transurethral route. The 
commonest causes of death were cardiac failure and 
myocardial infarction; others in order were uremia, 
pulmonary embolism, and hemorrhage. Cases op- 
erated upon by the perineal route were not included 
in the study. 

The surgical approach chosen was that best 
suited to each patient. Usually glands estimated to 
be heavier than 50 grams were selected for the supra- 
pubic approach, and smaller ones for transurethral 
prostatectomy, if there were no stones or divertic- 
ulae in the bladder. The incidence of carcinoma of 
the prostate in this series was 10.8 per cent. 

Hypertension, arteriosclerosis, and coronary heart 
disease were not considered contraindications when 
cases were prepared under proper medical manage- 
ment. The frequency of cardiovascular complica- 
tions was related to the age group of the patients. 
Other complications, including bleeding and ex- 
travasation of urine, were uncommon. 

All patients having difficulty in voiding or failure 
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to empty the bladder within the first four to seven 
days, were re-examined cystoscopically. Any re- 
maining obstructing tissue was removed with the 
resectoscope, and it was the authors’ belief that 
within ten days following an adequate resection, 
patients void well without pain and usually empty 
the bladder completely. It was their opinion that 
efforts to reduce the mortality and morbidity follow- 
ing prostatectomy should be directed principally to 
careful preoperative study and preparation (J. 


Urol., 68:724, 1952). 


Isoniazid Therapy in Epileptics 


Ir HAS BEEN demonstrated that isoniazid in toxic 
doses causes convulsions in laboratory animals. 
This convulsant action is diminished by the simul- 
taneous administration of phenobarbital. Fetter- 
hoff, Holmes, and Martin report a case of tubercu- 
losis treated with therapeutic doses of isoniazid, in 
which a fatal epileptic seizure occurred, the patient 
having been a known epileptic not completely con- 
trolled. The fatal outcome in this case emphasizes 
the necessity for careful control of epilepsy prior to 
and during the use of isoniazid (Am. Rev. Tuberc., 
66: 501, 1952). 


Klebsiella Pneumoniae Meningitis 


THompson and his co-workers have reviewed the 
literature, and report a case of Klebsiella pneumo- 
niae meningitis associated with bacteremia and 
pneumonia. The authors note that K. pneumoniae 
infections are more likely to develop in diabetes or 
on a background of pre-existing infections of the 
ears, respiratory tract, or wounds. 

Except for the occasional occurrence of a gelati- 
nous spinal fluid, there are no definite characteris- 
tics which distinguish K. pneumoniae meningitis 
from other forms of purulent meningitis. Strepto- 
mycin, aureomycin, chloramphenicol, and terramy- 
cin exert an antibacterial effect upon most strains of 


K. pneumoniae (Arch. Int. Med., 89: 405, 1952). 


Effect of Dicumarol in Heart Failure 


AccorDING to the results of a study by Covert, pa- 
tients having congestive heart failure are more sen- 
sitive to the anticoagulant effect of Dicumarol than 
normal subjects. Thus, a single 200 mg. dose of the 
drug exerted an average maximal response (in pro- 
longation of prothrombin time) of 7.5 seconds in the 
cardiac patients and of 3.0 seconds in normal per- 
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sons. This special responsiveness of cardiac patients 
has an obvious practical importance, since many 
such patients are given anticoagulant therapy be- 
cause of thromboembolic disorders (Am. J. M. Sc., 
224 :439, 1952). 


Premature Ventricular Contractions 


Sometimes, when the effect of exercise on the ECG 
was being evaluated, Mann and Burchell noted pre- 
mature ventricular beats in tracings recorded imme- 
diately after exercise. They found that the clinical 
significance of this arrhythmia depended upon 
whether or not it had been present before as well as 
after exercise. Thus patients who showed premature 
ventricular contractions only after exercise, invari- 
ably had coronary insufficiency. On the other hand, 
in the majority of patients who showed the arrhyth- 
mia both before and after exercise, there was no 
evidence of coronary insufficiency (Proc. Staff 
Meet., Mayo Clin., 27:383, 1952). 


Gastric Cancer on Ulcer 


Ir ts usually taught that carcinoma rarely develops 
in a peptic ulcer of the stomach. Recently Waugh 
and Charendoff have confirmed this teaching. They 
reviewed 263 cases in which gastric resection had 
been done for carcinoma. In ten cases (4 per cent) 
there was histologic evidence that the neoplasm 
had developed in a pre-existing benign ulcer. The 
only clinical feature that sometimes distinguished 
this type of cancer was long-standing ulcer symp- 
toms; the average duration of symptoms before 
operation was 6.3 years (Ann. Int. Med., 37:534, 
1952). 


Surgery After Myocardial Infarction 


In aN effort to evaluate the operative risk in patients 
requiring urgent surgery, who have had known 
myocardial infarction, dePeyster and his co-workers 
studied a group of forty-one cases. There were fif- 
teen deaths, and all but five died of cardiac compli- 
cations. Four of the five who died of noncardiac 
conditions, succumbed as a result of extensive pul- 
monary infarction. There was no constant relation- 
ship between the mortality and the nature of the 
anesthetic or its route of administration, but the 
importance was emphasized of avoiding anesthetic 
hypoxia due to barbiturate premedication and to 
nitrous oxide. 

Twenty of the forty-one patients had had myo- 
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cardial infarction more than three months before 
operation, and in this group there was only one 
death, a mortality rate of 5 per cent. Three patients 
had a history of myocardial infarction less than 
three months before operation, and among these 
there were two deaths, a mortality of 66 per cent. 
Of ten patients who experienced myocardial infarc- 
tion during the operative or convalescence period, 
seven died. Seven patients suffering from angina 
pectoris without myocardial infarction underwent 
operations, with no deaths. 

The authors concluded that patients experiencing 
recent myocardial infarction (less than three months 
before surgery) should not be subjected to major 
operations unless an emergency exists. Because of 
the association of fatal pulmonary embolism in aged 
patients with myocardial infarction, they recom- 
mended that measures be instituted to reduce intra- 
vascular coagulation in such individuals during the 
immediate postoperative period. They recommended 
that an electrocardiogram be taken in all patients on 
whom major surgery is contemplated and who are 


over 45 years of age (Arch. Surg, 65: 448, 1952). 


Effect of Inositol on Blood Cholesterol 


In a group of twenty-five patients who had had pre- 
vious myocardial infarction, Felch, Keating, and 
Dotti tested the effect of oral administration of 
inositol on serum cholesterol values. Patients took 
1 gram of the lipotropic agent three times a day. 
They were instructed to continue their usual 
dietary habits. 

The investigators reported that when patients 
had hypercholesterolemia before inositol treatment, 
there was considerable lowering of serum cholesterol 
values following treatment. Similar results were not 
observed in patients whose cholesterol values were 
initially normal. 

It was believed that the larger reductions of 
serum cholesterol values were attributable to inosi- 
tol treatment. However, the study was not well 
“controlled,” and the effect of the lipotropic agent 
remains doubtful (Am. Heart J., 44:390, 1952). 


Effect of Cortisone on Inflammation 


Tue influence of cortisone on inflammation was 
studied by Ebert and Barclay, using a method that 
permitted direct visualization of the blood vessels 
in a rabbit’s ear. Regardless of the cause for inflam- 
mation, cortisone exerted much the same effects: 
(1) increase in vascular tone, (2) reduction in dam- 


age to endothelium of arterioles and venules, (3) de- 
crease in diapedesis of leukocytes and a reduction 
in exudate. 

The authors concluded that cortisone influences 
inflammatory diseases favorably or unfavorably ac- 
cording to the “usefulness” of the inflammation. 
Thus, “‘in an infection the vascular dilatation, in- 
creased permeability of blood vessels and diapedesis 
of leukocytes are useful in localizing and combating 
the infecting organism. In such a reaction cortisone 
should have a harmful effect, and this of course is 
true. If, on the other hand, it is possible to reduce 
the apparently useless inflammatory response in 
diseases such as rheumatoid arthritis, the patient 


will benefit” (Ann. Int. Med., 37:506, 1952). 


Inheritance of Hypertension 


RecoGnizinG that there were some contradictions in 
previous reports about the influence of heredity on 
hypertension, Dr. Caroline B. Thomas approached 
this problem from a different point of view. Using 
Johns Hopkins medical students, she analyzed 
their family histories and also ascertained the inci- 
dence of certain circulatory characteristics. In the 
latter respect, circulatory lability was evaluated by 
seven determinants: high resting blood pressure, 
high resting heart rate, transitory hypertension, 
transitory tachycardia, positive cold pressor test, 
hyper-reactivity to exercise, and overweight. 
About 25 per cent of the students gave a history 
of parental hypertension. The incidence of evi- 
dences of circulatory lability was definitely higher 
in this group than in students having a negative 
history for parental hypertension. However there 
was a strong suggestion that the inheritance of hy- 
pertension is recessive, although it seemed probable 
that a more complex genetic pattern is involved 


(Am. J. M. Sc., 224:367, 1952). 


Intramuscular Use of Pronesty! 


BECAUSE OF the toxicity associated with the intra- 
venous administration of Pronestyl, Bellet, Zee- 
man, and Hirsh evaluated the effects of intramus- 
cular injections of Pronestyl. The authors noted 
that after the intramuscular injection of Pronestyl, 
there were appreciable blood levels at five minutes 
with a gradual increase at the fifteen- and thirty- 
minute periods. The peak level was obtained in 
about fifteen minutes to one hour. 

From the standpoint of toxicity, the intramuscu- 
lar method compares favorably with the oral route 
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and is superior to the intravenous route. They feel 
that the intramuscular route is preferable for ectopic 
rhythms in which prompt alleviation of the arrhyth- 
mia is desired. Pronestyl gluconate was used in 
doses of 1,000 and 1,500 mg. and Pronestyl hydro- 
chloride in doses of 500 and 1,000 mg. (Am. J. 
Med., 13: 145, 1952). 


Diphtheria Immunization of Adults 


APPARENTLY as a consequence of programs for im- 
munization of children against diphtheria, the inci- 
dence of this disease has declined, and the oppor- 
tunity to acquire natural immunity by exposure to 
C. diphtheriae has been correspondingly reduced. 
Brainerd and co-workers have reported that the 
incidence of diphtheria has recently increased 
sharply in San Francisco, and about 60 per cent of 
patients have been over 30 years old. 

These authors have therefore sought a practical 
method for immunization of adults. Heretofore, the 
frequency of severe side reactions to diphtheria 
toxoid has been a serious deterrent to subcutaneous 
injections of this agent. On the basis of careful 
immunologic studies, they have devised what seems 
to be a good technique for adults. 

A Schick test was used as the basis of selection for 
adults for immunization. To positive reactors, who 
were to be given toxoid, 0.1 cc. of toxoid was in- 
jected intracutaneously (Moloney test for sensitivity 
to toxoid). Those who developed a positive reaction 
(area of redness or induration 1 cm. or more in 
diameter, forty-eight hours after injection) could be 
immunized satisfactorily by giving two more intra- 
cutaneous injections a month apart, and without 
risk of severe side reactions to toxoid. In persons 
who showed a negative Moloney test, intracutaneous 
injections were unlikely to afford immunity. How- 
ever, these negative reactors could be expected not 
to have severe reactions to toxoid, and could there- 
fore be immunized by the method usually employed 
for children (New England J. Med., 247 :550, 1952). 


Antibiotic Synergism and Antagonism 


On THE basis of available in vivo and in vitro studies, 
Jawetz has attempted to formulate a scheme of com- 
bined antibiotic action. Certain drug combinations 
may be synergistic against one microérganism, may 
be antagonistic against a second, and may be indif- 
ferent when acting on a third. Although it is recog- 
nized that synergistic drug combinations against 
an organism can be determined only by detailed 
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laboratory study, the author has attempted to sim- 
plify this approach by arranging antibiotic agents 
into a scheme which permits predictions concerning 
combined drug action. 

Antibiotics may be arranged into two groups. 
Group I consists of penicillin, streptomycin, baci- 
tracin, and neomycin. Group II consists of aureo- 
mycin, chloramphenicol, and terramycin. The anti- 
biotics in group I are frequently synergistic with 
each other, occasionally indifferent, but never an- 
tagonistic. Members of group II are simply additive 
when used in combination, but are neither synergis- 
tic nor antagonistic. When an organism is suscep- 
tible to an antibiotic in group I, the addition of a 
member of group II may result in drug antagonism. 
When a microérganism is resistant to a group I 
drug, the addition of a member of group II may re- 
sult in synergism. Although this scheme is hypo- 
thetical, it is in agreement with experimental and 


clinical data (Arch. Int. Med., 90:301, 1952). 


Hiccups in Myocardial Infarction 


Hiccups occurring with acute myocardial infarction 
indicate a grave prognosis. Swan and Simoson pre- 
sent two cases of severe hiccups associated with 
myocardial infarction. In neither case did the hic- 
cups respond to the usual methods of therapy. 
Both were treated by bilateral phrenic nerve crush. 
The hiccups were controlled and neither patient 
experienced any respiratory embarrassment (New 


England J. Med., 247:726, 1952). 


Gangrene Due to Venous Thrombosis 


Eset and his associates discussed the problem of 
extensive venous occlusion of an extremity leading 
to gangrene. The pathologic features of this entity 
consist of massive obstruction by thrombi of prac- 
tically all venous channels, gangrene usually of the 
distal portion of the involved extremity, and paten- 
cy of the arterial tree. On microscopic section of 
the arterial system, the lumen is always empty and 
patent. 

The symptoms consist of extensive edema, usu- 
ally of the entire extremity, associated with blanch- 
ing of the skin in the early phases, followed rapidly 
by blue discoloration, coldness, and severe pain. 
In two-thirds of the patients, arterial pulses cannot 
be palpated, due most commonly to the extensive 
edema rather than secondary arterial spasm. 

The prognosis is poor and treatment is unsatis- 
factory. Sympathetic nerve blocks and vasodilator 
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drugs have not been of great value. Anticoagulants 
may prevent propagation of the thrombus, and they 
also reduce the likelihood of pulmonary embolism. 
Amputation remains the only recourse in cases of 


extensive gangrene (Arch. Int. Med., 90: 402, 1952). 


Aminophylline for Hypertensive Headache 


Moyer and co-workers demonstrated that intrave- 
nous injection of 0.5 Gm. of aminophylline afforded 
immediate relief from headaches due to hyperten- 
sion in seven out of nine patients. The same dose of 
caffeine-sodium-benzoate had a similar effect in five 
out of seven patients, but relief was obtained more 
slowly and did not last as long. 

Studies of cerebrospinal fluid pressure and of 
cerebral blood flow led the authors to conclude that 
these agents were effective because they diminished 
cerebral arterial distention and thereby curtailed 
the volume of blood in the brain. They emphasized 
that practical application of this method in patients 
with hypertension must depend upon careful analy- 
sis of a patient’s history in order to be sure that 
headache is indeed a result of high blood pressure 
and not one of the “numerous nondescript types of 
headaches that occur in patients with hypertension” 
(Am. J. M. Sc., 224:377, 1952). 


Treatment of Polycythemia Vera 


RosenTHAL and Rosenthal administered triethylene 
melamine to thirty patients having polycythemia 
vera. Twenty of these patients showed a satisfactory 
response both symptomatically and hematologically. 
Patients with a short duration of their disease, mini- 
mal previous therapy, and normal white blood cell 
and thrombocyte counts responded better to this 
drug, while older patients with disease of longer 
duration, elevated white blood cell and thrombocyte 
counts were less likely to respond. Triethylene 
melamine has special value as a depressant of the 
elevated thrombocyte counts, thereby reducing the 
incidence of thromboembolism in polycythemia vera 
(Arch. Int. Med., 90:379, 1952). 


Vitamin B,,. in Pernicious Anemia 


AccorDING to Conley and his associates, the paren- 
teral administration of vitamin Bj, to patients having 
pernicious anemia in relapse produces a therapeutic 
response as rapid and complete as that which fol- 
lows the injection of potent liver extracts. When 
100 micrograms is given as the initial dose, the re- 


sponse is rapid and complete whether or not addi- 
tional amounts are given during the period of 
recovery. 

After the administration of vitamin Bjs, cerebral 
dysfunction, alimentary disturbances, and the state 
of well-being show striking improvement before a 
significant change in the blood has occurred. Orally 
administered vitamin By. was effective when the 
dose was about one hundred times the amount 
which was adequate when given parenterally. 

An intramuscular injection of 45 micrograms of 
vitamin Bis, given every six weeks, was adequate 
for satisfactory maintenance therapy and protected 
against hematologic and neurologic relapse. The 
authors consider vitamin Bj2 to be preferable to re- 
fined liver extract for therapy of pernicious anemia. 
It causes less discomfort at the site of injection, 
hypersensitivity reactions do not occur, and the cost 
is less than that of liver extract (Am. J. Med., 
13:284, 1952). 


Diuretic Effects of Mercuhydrin 


Mars and his associates determined the diuretic 
effect of Mercuhydrin administered by various 
routes. They demonstrated that a dose of Mercuhy- 
drin produced substantially the same diuretic effect 
when given by intravenous, intramuscular, or sub- 
cutaneous injection. When given by rectal supposi- 
tory Mercuhydrin is about 7 per cent as effective as 
when given intramuscularly. By the oral route, it has 
only 4 per cent of the potency of an equal dose given 
by intramuscular injection. The use of ascorbic acid 
did not enhance the diuretic action of Mercuhydrin 
given orally, nor did it reduce gastrointestinal irri- 
tation (New England J. Med., 247 :593, 1952). 


Radioactive Colloidal Gold 


Raproactive colloidal gold is most useful in elimin- 
ating intractable formation of fluid due to carcino- 
matosis in the pleural or peritoneal cavities, accord- 
ing to Rose, Osborne, and Stevens. It is effective 
for slowing or stopping fluid formation in patients 
previously requiring taps at frequent intervals. 
Ideally, the patient selected for radiogold therapy 
should be one in whom no large masses of tumor 
are present in the pleural or peritoneal cavity and 
who has no severe constitutional effects from the 
neoplasm. If large tumor masses are present, radio- 
gold therapy is likely to be ineffective, and x-ray 
therapy should be more advantageous (New Eng- 
land J. Med., 247 :663, 1952). 
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Information Please 


Inadequate Intake of Calcium 


Q. What are all the various symptoms caused by inadequate intake 
of calcium? 

A. Inadequate intake of calcium in children 
causes rickets, and in adults, osteomalacia. The 
latter is due not only to insufficient absorption of 
calcium but to excessive loss of it as a fixed base 
through the kidney. 

Insufficient absorption may result from two major 
causes: (1) insufficient calcium absorbed, and (2) 
insufficient vitamin D absorbed. Insufficient cal- 
cium may be absorbed because the diet is actually 
low in calcium, or because there is gastrointes- 
tinal disease that causes inability to absorb calcium. 
A low calcium intake is rarely a cause of osteo- 
malacia in the United States. However, this appears 
to be the common cause of osteomalacia in China. 
Lack of vitamin D also is a contributing factor in 
China. 

Osteomalacia due to “simple” vitamin D lack is 
also rare in the United States. The use of a liberal, 
adequate diet; of foods fortified with vitamin D; 
and of exposure to sunlight by the large majority of 
the population probably accounts for the failure to 
find many cases of osteomalacia due to this type of 
deficiency. Insufficient absorption of calcium also 
occurs in rare cases because of resistance to the ac- 
tion of vitamin D. Since these patients do respond 
to three to ten times the normal amount of vitamin 
D, it is safe to presume that the defect is a resistance 
of the body to the primary action of vitamin D. 

The chief causes of steatorrhea in the United 
States are: (1) idiopathic steatorrhea that goes 
under the diagnosis of nontropical sprue, or, in 
children, under the diagnosis of celiac disease, and 
(2) chronic pancreatitis. In these conditions a large 
amount of fat is retained within the gastrointestinal 
tract, and calcium combines with it to form an 
insoluble soap so that the calcium is not absorbed. 
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Furthermore, vitamin D, which is fat-soluble, also 
is not absorbed, nor are the other fat-soluble vita- 
mins. Thus, patients who exhibit osteomalacia be- 
cause of gastrointestinal disease may also show 
hypovitaminoses A, K, and E. A similar mechanism 
is responsible for osteomalacia and fat-soluble vita- 
min deficiencies in patients who have had consider- 
able portions of the gastrointestinal tract removed 
so that insufficient absorption takes place. 

Gastrointestinal disease as the cause of osteo- 
malacia and fat-soluble vitamin deficiencies is fre- 
quently overlooked. Similarly, osteomalacia and fat- 
soluble vitamin deficiencies, as complications of 
gastrointestinal disease, frequently are not recog- 
nized. All patients who have undergone gastrectomy 
should be studied from this point of view. 

Clinically, patients with osteomalacia exhibit ano- 
rexia, loss of weight, pain in the bones, deformity of 
the bones, and muscular weakness. The number of 
symptoms is related to the severity of the bone 
disease. The bone pain is aching, and the bones are 
tender to pressure. Because of the frequent involve- 
ment of the long bones and the tendency of the 
bones to bend, a waddling gait is common. Tetany 
occurs, particularly in those cases in which the 
causative factor is insufficient absorption of calcium 
—much less commonly in those due to excessive 
calcium excretion, since the latter usually are ac- 
companied by an acidosis that tends to offset the 
tetany. 

Three signs are of use in detecting latent tetany: 
(1) Chvostek’s sign, which is elicited by tapping 
over the facial nerve in front of the ear. A positive 
result consists of a twitch in the facial muscles, 
notably those of the lip. Normal adults occasionally 
show a positive response to this test. (2) Trous- 
seau’s sign, which is elicited by reducing the circu- 
lation to the arm with a blood pressure cuff for at 
least three minutes. If the test is positive, the hand 
assumes the position seen in carpopedal spasm— 
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namely, flexion at the wrist with the fingers flexed 
at the metacarpophalangeal joints and extended in 
the interphalangeal joints. (3) Erb’s sign, which 
consists of a response of the motor nerves to less 
than 6 milli-amperes of galvanic current with a 
cathodal opening contraction. A short period of 
hyperventilation increases the ease with which these 
responses can be elicited. 

The laboratory findings in the different types of 
osteomalacia have already been mentioned in part. 
The amount of calcium in the urine of patients with 
osteomalacia will depend upon the etiologic factor. 
In those cases in which the cause is insufficient 
absorption of calcium, there will be practically no 
calcium in the urine. However, in those cases in 
which there is excessive secretion through the kid- 
ney, there will be a large amount of calcium in the 
urine. 

When steatorrhea is the cause of osteomalacia, 
one often finds the serum carotenoid and vitamin A 
levels low, and the prothrombin time increased. A 
fecal fat value of over 10 per cent of the intake, or 
over 25 per cent of the dried fecal weight, is strongly 
suggestive of steatorrhea. The serum carotenoid 
level in a patient treated with all the fat-soluble 
vitamins serves as an index as to whether or not 
there is an improvement in the underlying process ; 
thus, the blood vitamin A level will rise with vitamin 
A therapy, while the carotenoid level will rise only 
if there is an improvement in the underlying gastro- 
intestinal disorder. 

Chronic pancreatitis differs from nontropical 
sprue in several respects; the duodenal contents are 
markedly deficient in pancreatic ferment; a larger 
percentage of the fat in the stools is in the form of 
neutral fats as opposed to fatty acids and soaps; 
meat fibers are often present in the stool, and the 
fecal nitrogen excretions are increased; the glucose 
tolerance is normal rather than increased; and nor- 
mal gastric acidity rather than hypoacidity is the 
rule. 

The x-ray findings in osteomalacia commonly in- 
volve the extremities and the pelvis—less frequently 
the spine and skull. Spontaneous ununited frac- 
tures, or pseudofractures, which are typical of 
Milkman’s syndrome, may be present. The bones 
are soft and more prone to deformity by bending 
than they are to fracture. In more advanced cases, 
the demineralization is readily apparent. The lamina 
dura will be absent in long-standing cases. In the 
renal types, x-ray studies may reveal renal calculi, 
or, more commonly, nephrocalcinosis, with multiple 
deposits of calcium in the collecting tubules. 


Nonsurgical Treatment of Cataract 


Q. One of my patients has heard that there is a new treatment for 
curing cataracts by some kind of injections. Can you give me any in- 
formation about this? 


A. A preliminary report by Shropshire and co- 
workers on “The Nonsurgical Treatment of Cata- 
ract” appeared in Science for September 12, 1952. 
Their method entails repeated subcutaneous injec- 
tions of a fish lens protein extract. They reported 
that patients showed rapid improvement of visual 
acuity and that diminution of lens opacities was 
observed ophthalmoscopically. As far as we know, 
the method is not yet ready for general use. 


Method for Sedimentation Rate 


Q. Please discuss the most practical blood sedimentation test that 
can be performed in the office. If possible | like the method to be of 
the micro-type. 


A. A micro-method for blood sedimentation test- 
ing is not very satisfactory. About the minimal 
satisfactory amount for use is the quantity needed 
to fill a Wintrobe hematocrit tube. This technique 
has the advantage that, by the use of a single instru- 
ment, one can determine not only sedimentation 
rate, but volume of packed red cells, volume of 
packed white cells and platelets, and icterus index. 
This is a very useful and labor-saving device in a 
practitioner’s office. 

Like all laboratory procedures, it is necessary 
that the technique as described originally by the 
authors be followed carefully, as carelessness and 
failure to pay attention to a few simple details may 
lead to erroneous results. Full details regarding 
technique are to be found in Clinical Hematology by 
M. M. Wintrobe, Lea and Febiger, Philadelphia, 
3rd edition, 1951. 


Mercurial Diuretics Safe 


Q. Is it useful and safe to use mercurial diuretics in edema and ascites 
in patients with liver disease? 

A. The use of mercurial diuretics is quite helpful 
in cases of recurring edema and ascites, especially 
in portal cirrhosis. In the average case, 2 cc. of a 
mercurial diuretic, preferably given intramuscularly 
or subcutaneously, given once or twice a week may 
be helpful, along with other measures in therapy of 
liver disease, to prevent rapid recurrence of ascites. 
In the dosage mentioned the mercurial diuretics are 
not hepatotoxic and can be used over long periods 
of time without danger. 
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PHYSICIANS FIND STIMULUS IN GREAT BOOKS 


BY RUTH Q.SUN 


Tuere’s a buzzing noise heard around this land 
every year, and it isn’t due to atmospheric dis- 
turbar.ce, exactly. Call it rather the painful shifting 
into gear of minds setting out to cope with some 
large and lasting ideas. The minds belong to people 
participating in Great Books discussion groups, and 
many physicians are taking advantage of the oppor- 
tunity for mental stimulation outside the field of 
their science. 

According to information received from the Great 
Books Foundation in Chicago, there is a very active 
Great Books group at the Detroit Institute of Can- 
cer Research, meeting every Thursday for lunch 
and a discussion period. Each assignment is dis- 
cussed for two consecutive weeks and participants 
declare themselves as finding the program extremely 
stimulating. Says one of them, “It’s interesting that 
even though most of us are trained in the rather 
critical and rigid discipline of research, there are 
widely differing opinions and values among us in 
questions of general philosophy, and these are 
brought out in our discussion.” Their handicaps 
are the same as those of people all over the country. 


“Our biggest problem is that most of our people 
have many outside commitments and don’t finish 
the readings.” 

Members of the group include Dr. W. L. Simp- 
son, anatomist and Research Director of the Detroit 
Institute of Cancer Research, who serves as leader; 
Dr. Mary Guthrie, endocrinologist; Dr. Caroline 
Raut, geneticist and co-leader; Dr. Hermann 
Pinkus, dermatologist; Dr. André Dreiding, chem- 
ist; Dr. W. Pryhodko, mammologist; Mr. James 
Sheridan, chemist; Mr. John Hartman, chemist; 
Mrs. Beb Adams, executive assistant, American 
Cancer Society; Mrs. Kathleen Banta and Miss 
Joyce Curtis, both secretaries with the American 
Cancer Society; Miss Marguerite Van Arsdahl, sec- 
retary with the Detroit Institute of Cancer Re- 
search; Mrs. Freda Ramsay, librarian-bookkeeper 
with that organization. 

Other Great Books groups made up of medical 
personnel are at the Cushing VA Hospital, Fram- 
ingham, Mass.; at Billings Hospital, Chicago; in 
Portland, Oregon; and in Kansas City, Missouri. In 
addition, many physicians are individual members 


The Kansas City, Mo. Great Books section (above) assembled on New Year's Eve, 1951, for a celebration that included 
the reading of a cut version of Thornton Wilder’s “The Skin of Our Teeth,” followed by discussion of the play. 
And that was so much fun that they did it again this year, selecting “Barefoot in Athens” by Maxwell Anderson. 
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Leaders in a Green Bay, Wis., Great Books 
group get a chuckle out of discussion arising 
from an assignment in Aristotle’s Politics. 


of Great Books groups made up of cross-sections of 
the population, and in such groups, the physician 
member often serves as leader. 


Great Medical Writings Attract One Group 


One of the most interesting groups made up of 
medical personnel is in Buffalo, New York. In 1948, 
Dr. Irving Wolfson of that city completed a Great 
Books Leaders’ Training Course and has led a group 
ever since. Until 1951, these groups followed the 
reading lists of the Great Books Foundation. During 
that year, Dr. Wolfson conceived the idea of organ- 


izing a special group for reading and discussing 


the Great Books in Medicine. Dr. Stockton Kim- 
ball, Dean of the University of Buffalo Medical 
School, offered his offices as a meeting place, and 
200 postcard invitations were sent out to 200 phy- 
sicians chosen at random. Fifteen responded at once 
and have attended faithfully, one meeting a month, 
from 8:30 to 10:30 p.m. 

Authors already read and discussed by this group 
include Hippocrates, Harvey, and Robert Adams. 
Their bibliography for future meetings includes 
Celsus, Galen, Halsted, Oliver Wendell Holmes, 
Claude Bernard, and Austin Flint, a Buffalo phy- 
sician and author. 

The difficulty, according to Dr. Wolfson, is that 
many selections valuable for discussion by phy- 
sicians are not available in modern editions. His 
group would like to get their teeth into lesser- 
known writings by Sir Thomas Browne, Rabelais, 
and others who were medical men as well as philoso- 
phers. They are hoping for assistance in getting 
such editions from agencies like the Ford Founda- 
tion or the Fund for Adult Education. 


Enduring Values Challenge Members 


The Great Books program is essentially a plan 
for adult education which aims to help people think 
for themselves and to assist their thinking by pre- 
senting to them what great minds of the past have 
thought concerning universal problems. It’s hard to 
say when and how it started, exactly. People have 
always read great writings, discussed them, and 
tried to relate them to the matters that affect their 
own daily living. 

In modern times, the Great Books idea was re- 
vived by writer John Erskine when he was asked to 
set up an education program, after the first World 
War, for doughboys still in Europe. Later, at Co- 
lumbia University in New York, where he taught, 
Dr. Erskine set up such a course as an honors semi- 
nar. One of his students in it was Mortimer Adler, 
who became so enthusiastic about the idea that he 
later helped establish fifteen such groups around 
New York City. 

In 1930, when Robert M. Hutchins became presi- 
dent of the University of Chicago, and Dr. Adler 
joined his faculty, they introduced great books 
seminars into the undergraduate curriculum, and, 
at the same time, began evening classes for adults in 
the area. (One of these groups is now in its twenty- 
second year.) As the Chicago idea caught on, other 
cities and other universities took it up, and in 1947 
the Great Books Foundation was established, a non- 
profit corporation whose sole purpose is to assist 
those interested in establishing groups for reading 
and discussing the great books. 

Goal of the program is free, liberal education for 
all adults, with the assumption that training of an 
understanding mind will educate man as a human 
being, capable of achieving rational solutions of the 
fundamental problems that have always faced man- 
kind. These fundamental problems, it is agreed, are 
set out in the great books curriculum, which repre- 
sents the human species’ tradition of knowledge, the 
best attempts ever made to state and answer the 
basic questions of human existence. 


Discussion Method Used Exclusively 


Method used is the reading and discussion of the 
prescribed list of great works (most groups meet 
every other week for two hours), under the guidance 
of a pair of co-leaders who employ the Socratic or 
“‘questioning” method. The leaders are not teach- 
ers; the books themselves are the teachers. And no 
pat answers are sought to questions raised. The 
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questions are to spark discussion among partici- 
pants, each of whom may find his own solution. 
Joint participation in sections by husbands and 
wives is one aim of the program—it helps develop 
mutual intellectual interests and gives couples 
plenty to talk about over the breakfast table! 


Great Books Broaden Doctors’ Horizons 


Great Books should carry an especial appeal to 
physicians whose own education must of necessity 
be narrowly specialized. As one doctor-participant 
has put it: “I felt that my scientific education had 
conditioned me against study of literature. When I 
got out of medical school and had time to read some 
of the great philosophers of the past, I found them 
largely a jumble of meaningless words. Now, I iook 
back on my five years in Great Books as an intel- 
lectual adventure. While these readings and discus- 
sions of the moral, philosophical, and ethical sys- 
tems of the past don’t necessarily hold the key to the 
future, we’re helped by them to figure out what we 
must do to replace them for our own times. 

“Beyond that,” this same doctor goes on, “the 
Great Books increase our understanding of why 
people behave as they do, and in that way they can 
point out for us the pitfalls in our own behavior. 


It’s important to understand that there’s more than 
one way of looking at a thing, that there have been 
different ideas concerning morals and ethics, and 
that other people, in other circumstances, have 
done things differently from us. 

“Most important of all, Great Books teach you to 
read critically, and to retain the meaning of what 
your read. With some, they sometimes serve only to 
confirm already established biases and prejudices— 
those are usually the folks that drop out before the 
first year is up. On the whole, though, Great Books 
discussion groups have, in my opinion, a definite 
therapeutic value.” 

Emphasis in medicine these days is on treatment 
of the whole man. Such emphasis is especially 
stressed among general practitioners who treat the 
whole body, and who must understand, as far as 
possible, all the factors that affect that body. What 
better preparation for such a challenge can there be 
than contact, through Great Books discussions, with 
the problems and ideas that have beset man through 
the centuries, that have influenced his thinking, 
his actions, and, presumably, his health. 

The doctor, both as individual and as physician, 
will find that Great Books bring a broadening and 
enrichment to his mature life. The books wait only 
to be opened. 


“if dried alligator toenails and butterfly wings don't 
do the trick, then we'll try a shot of penicillin.” 
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MANUAL FOR PHYSICIANS’ 


Care of the Sterilizer 


Tue office of every physician and dentist is equipped 
with a sterilizer for sterilization of syringes, knives, 
forceps and special instruments used in the care of 
patients. 

Because of the deposit from boiling water, the 
sterilizer should be cleaned every morning and 
filled with fresh water. All instruments should be 
cleaned and washed in tap water before being 
placed in the sterilizer. Syringes should be dis- 
assembled, and the needles opened. Instruments 
such as speculums and proctoscopes, and those 
which have been used in the treatment of infected 
wounds should be washed and boiled in a sterilizer 
or pan used especially for that purpose ; they should 
not be sterilized with syringes and needles used for 
hypodermic or intravenous injections. After the 
instruments have been boiled for fifteen to twenty 
minutes, the sterilizer should be disconnected and 
the instruments raised out of the water so they may 
cool and dry. 

The office assistant should impress indelibly upon 
her mind that she must never forget to turn off the 
sterilizer. If the water boils away, the sterilizer is 
destroyed. 


Care of Treatment and Examining Rooms 


Another of the duties of the physician’s assistant 
is the care of treatment and examining rooms. Each 
morning the assistant should remove all soiled 
linen, kimonos and other such articles, and replace 
them with fresh ones. Disarranged articles should 
be put in their places, and instruments to be used 
shortly should be sterilized and allowed to cool. 

The technician should also see that supplies, 
such as alcohol and antiseptic solution, are avail- 
able, and receptacles are filled with cotton, appli- 
cators, tongue depressors, gauze, adhesive tape and 
bandage. Urine specimen bottles, glass slides and 
other articles for special examinations and treat- 
ments should be kept in a convenient place. Special 
instruments, such as those used by dentists, or by 
ear, nose and throat specialists, should be spread in 
orderly fashion on a sterile towel and covered with 
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another. If it is unnecessary that they be kept 
sterile, the instruments may be placed on a clean 
towel and covered. 

As a rule, the physician’s office is cleaned by a 
maid. The secretary, however, should see that the 
waste baskets have been emptied, the floor has been 
mopped, any unsightly spots have been removed 
from the utensils, floor and walls, and that the 
windows are clean. 


Care of the Physician's Bag 


Each day, the medical assistant should see that 
the physician’s bag is in order and contains all the 
proper supplies. These depend largely upon the 
nature of his practice. Suffice it to say that the 
doctor uses many items in his bag every day and 
these must be replaced. 

The following supplies are carried by practically 
every physician: stethoscope, flashlight, tongue de- 
pressors, bandage, gauze, adhesive, applicators, ab- 
sorbent cotton, culture tubes, glass slides, alcohol, 
antiseptic solution, bandage scissors, and a urine 
specimen bottle. In addition, a number of drugs, 
including spirits of ammonia, paregoric, sedative 
tablets, morphine, pantopon, nitroglycerin, atro- 
pine and amylnitrite are necessary for emergencies. 
A syringe, sterilized and wrapped in sterile gauze, 
at least two sterile needles, and an ampule or rubber 
stoppered bottle containing distilled water should 
be included for the administration of hypodermic 
injections. Physicians who do special work, such as 
obstetricians and ear, nose and throat specialists, 
need supplies peculiar to their specialty. The secre- 
tary can soon learn these requirements. The sup- 
plies should be wrapped in sterile towels and so 
arranged that all will not be contaminated when 
only a few are used. 

The bag should be cleaned at frequent intervals 
and empty bottles, broken slides and soiled mate- 
rials removed. 


Narcotics 


An assortment of narcotic drugs is necessary in 
all medical practice. Narcotics are administered 
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legally by members of the medical profession only, 
and their use is regulated by the Federal Govern- 
ment. Once a year, the physician must renew his 
narcotic license and render an inventory of the 
amount of these drugs in his possession. 

Narcotics cannot be given to patients without a 
physician’s prescription, and this prescription can- 
not be filled after twenty-four hours. It must be 
written in ink, together with the date, the physi- 
cian’s narcotic registration number, and the pa- 
tient’s name and address. If more than the ordi- 
nary amount is prescribed, the condition for which 
it is given is generally noted on the prescription. 
Narcotic prescriptions cannot be refilled. 

It is imperative that narcotics be kept under lock 
and key, as theft of these drugs from the doctor’s 
office is not an uncommon occurrence. 


Minor Surgery 


Many minor surgical procedures are performed 
in the doctor’s office, including suture of lacera- 
tions, opening of abscesses, removal of infected 
nails and excision of small growths. Much the same 
preparation and materials are used for all these pro- 
cedures. 

For suture of lacerations, the conventional ma- 
terials for local sterilization are required, i.e., 
tincture of green soap and ether, benzine, alcohol, 
iodine, or some other sterilizing solution. Sterile 
gauze, applicators, drapery material and rubber 
gloves, as well as a local anesthetic, such as novo- 
cain or ethyl chloride, are also essential. The in- 
strument tray should contain an ample number of 
hemostats, forceps, large and small hypodermic 
syringes with large and small needles, a supply of 
suture needles and suture materials, such as cotton, 
silk, horsehair and catgut, as the occasion may war- 
rant, and one or two needle holders. For incision of 
abscesses or dressings of infected wounds and 
burns, essentially the same materials are required, 
with the exception of sutures. As a rule, infected 
wounds are not closed. 

Many physicians remove small tumors and warts, 
and take biopsy specimens in the office. These pro- 
cedures may be quite simple, requiring only local 
sterilization of the area followed by excision of the 
tissue with a knife or the cautery loop. A specimen 
removed for biopsy purposes should be placed im- 
mediately in a sterile container and sent to the 
laboratory without delay; if allowed to stand, it may 
deteriorate or become contaminated. Biopsy speci- 
mens should not be placed on gauze, as small seg- 
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ments may become lost or enmeshed in the gauze, 
making a satisfactory microscopic study difficult. 

Cauterizations, particularly of the cervix uteri, 
are often done in the office. These call for a cau- 
tery unit, as well as instruments for pelvic examina- 
tions. 

Occasionally, the physician may remove fluid 
from a patient’s chest or abdomen as an office pro- 
cedure. For such measures, trocars, cannulas and 


Minor surgery sometimes 
requires the assistant’s aid 


paracentesis needles must be placed on the instru- 
ment tray. 

Specialists in eye, ear, nose and throat work, and 
in other branches of medicine perform a variety of 
minor operations in the office. In all these, the same 
general technic is followed as described above, the 
proper instruments being added to meet the de- 
mands of the particular occasion. 


Technique for Administering Hypodermics 


For administering a hypodermic, the syringe and 
needle must be sterile. Before sterilization, the 
plunger must be separated from the barrel of the 
syringe, though the needle may be attached to the 
barrel to avoid the possibility of contamination in 
attaching it after sterilization. 

Either a sterilizer or a small open vessel may be 
used. The syringe and needles are covered with 
water and boiled for approximately five minutes. 
Thereafter, they are removed from the water with 
forceps and allowed to cool. The plunger is then 
fitted into the barrel and the excess water is dis- 
charged. It is well to work the plunger back and 
forth several times in order to dry the syringe. 


7 


EAR, NOSE, AND THROAT TRAY 


CATHETERIZATION TRAY 


ia, 


Contents Minor Surgery Tray: surgical scissors, bandage 
scissors, curved forceps, scalpel, tissue forceps, probe, 
rubber gloves, applicators, hemostat, needle holder, 
novocain solution, gauze packages, sterile cotton, 
syringe, sterile needles. 


Contents Ear, Nose, and Throat Tray: nasal speculum, nasal 
forceps, applicators, probe, laryngeal mirror, tongue 
depressors, ear speculum. 


Contents Catheterization Tray: glass catheter, rubber 
catheter, test tubes, lubricating jelly, soap and antiseptic 
solutions, rubber gloves. 


If the hypodermic solution is to be withdrawn 
from an ampule, the neck of the ampule should be 
filed across and cleansed with alcohol or some other 
cleansing agent, and the top broken off. The needles 
are carefully inserted and the required amount of 
solution is withdrawn. The syringe is then held up- 
right while the excess air is slowly discharged until 
the first drop of the solution appears at the needle. 

In using a solution which comes in a sterile rub- 
ber stoppered container, the top of the stopper 
must be cleansed with alcohol before the needle is 
inserted. Before insertion of the needle into the 
bottle, a sufficient amount of air must be drawn into 
the syringe to replace the solution to be removed. 
This is necessary to prevent a vacuum in the bottle 
and consequent difficulty in extraction of the solu- 
tion. Some solutions are prepared with oil and thus 
are not easily withdrawn from the container. To 
facilitate this procedure, a large gauge needle may 
be used, and the container may be dropped into 
warm water for a few minutes. After its extraction, a 
smaller gauge needle may be substituted for the in- 
jection, in order to minimize the patient’s discom- 
fort. 

If the solution must be made up from a tablet, the 
latter may be placed in a sterile spoon and the re- 
quired amount of diluting fluid or distilled water 
drawn into the syringe, then injected over the 
tablet. If not readily soluble, the tablet may be 
crushed with the sterile end of the syringe, the 
plunger having first been removed. The solution 
is then drawn into the syringe, with care to avoid 
damage to the end of the needle by pressure upon 
the spoon. 

A cleansing solution, such as alcohol, is applied 
to the site of the injection on the skin. The tissues 
are then grasped between the fingers, and the needle 
is inserted at an angle of approximately 45 de- 
grees; in this manner, the solution is inserted be- 
neath the skin, but not too deeply into the tissues. 
If the injection is to be given into the muscles, a site 
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Contents Treatment Tray: antiseptic and cleaning solutions, 
finger cots, cotton balls, roll gauze, glass slides, tongue 
depressors. 


Contents Lumbar Preparation Tray: cotton, sterile gauze, 
applicators, adhesive, test tubes. 


Contents Lumbar Puncture Tray: large gauge needle, 
hypodermic needle, lumbar puncture needles, syringe 2 
cc., sterile gloves, manometer, novocain solution, an- 
tiseptic and cleaning solutions, test tubes, sterile gauze 
package, sterile cotton package. 


is usually selected in the deltoid area (the outer 
portion of the arm near the shoulder). A needle 
1% inches in length is then inserted directly into 
the muscle and the solution is slowly injected. All 
hypodermic injections should be given slowly; if 
the technic is proper, they will cause little discom- 
fort. 

Medical assistants do not usually administer 
drugs intravenously. If the physician gives many 
such treatments, however, the assistant may be 
trained in this work. If so, the doctor should teach 
her the technic which he prefers. In any event, all 
materials should be handled in an aseptic manner 
and care should be exercised to prevent the injec- 
tion of bubbles of air into the veins. 


Spinal Punctures 


The tray for spinal punctures should include two 
puncture needles, a hypodermic syringe with 
needles, a larger needle for deep injections, novo- 
cain, gloves, gauze, two sterile towels, applicators, 
alcohol, iodine or other antiseptic solution, a spinal 
fluid manometer and two sterile test tubes for the 
collection of the fluid. 

The patient should remove all superfluous 
clothing and put on a kimono or smock. If the pa- 
tient is a man, the clothing is removed well below 
the lumbar area and fixed so it will not slide up over 
the spinal puncture area during the operation. The 
patient is placed on his side, with the knees drawn 
up toward the chest and the head bowed as close as 
possible to the knees. A good light should be avail- 
able. An area on the patient’s back, extending from 
the first to the fourth lumbar vertebrae, is cleansed 
with soap and water, benzine and ether, then cov- 
ered with antiseptic solution, such as iodine or a 
mercury preparation. The excess solution is 
sponged off with alcohol. In removing the solution, 
the assistant should be careful not to pass from an 
unsterile area of the skin across the sterile area; it is 
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best to begin in the middle of the sterilized area and 
cleanse from within outward, without touching the 
cleansed area with the hands. The doctor may 
sterilize the area himself; in this event, the assistant 
opens sterile gauze packages and pours the cleans- 
ing and antiseptic solutions. 

In preparation for the spinal puncture, a sterile 
towel is placed on the table or in a large pan, and 
the puncture needles, syringe, hypodermic needles 
and sterile gauze are laid on the towel. If not needed 
immediately, the instruments should be covered 
with one end of the towel to protect them from 
contamination. 

When the physician is ready, the assistant opens 
sterile rubber gloves in a manner to prevent their 
contamination, and assists him in putting them on. 
She then pours the novocain or breaks the ampule 
and holds it while the anesthetic is drawn into the 
syringe. As the puncture is being made, she gently 


holds the patient in the proper position, and when 
the spinal canal is reached she passes the test tubes 
for collection of the specimen. 

After the puncture needle is withdrawn, the as- 
sistant should remove the excess antiseptic solution 
from the patient’s skin and place a small dressing 

* over the site of the puncture or cover it with col- 
lodion, The patient is usually required to lie flat in 
bed for several hours after this procedure. The 
assistant should see that he is made comfortable. 

The needles and syringe should be sterilized be- 
fore being put away. As spinal puncture needles are 
not often used, they should also be oiled. Any good 
lubricating oil will serve this purpose. 


This is the third in a series of articles by Dr. Gotten and 
Dr. Sprunt, both of the University of Tennessee Medical School, 
and marks the serialization in GP of their “Manual for 
Physicians’ Office Attendants” to be published in book form this 
month. The “Manual” is running in GP in four parts. 


NATIONAL HEALTH CARE COSTS DISCUSSED 


BY CHARLES E. NYBERG 


HeEarinGs sponsored by the President’s Commission 
on the Health Needs of the Nation were wound 
up in Washington, D.C., with a panel on prob- 
lems of financing medical care. Special emphasis 
was placed on the issue of national compulsory 
health insurance. Participants included spokesmen 
favoring such compulsory insurance plans, as well 
as Opponents representing the American Medical 
Association, nonprofit and commercial health in- 
surance organizations, hospitals, industry, and the 
U.S. Chamber of Commerce. 

Agreement existed among the participants on a 
number of points, particularly that for the past fifty 
years the country has had an unprecedented health 
record; that various types of voluntary health in- 
surance programs have had wide acceptance by the 
public; and that better medical care should be ex- 
tended to an undetermined number of people who 
are not now being adequately cared for. 

Unresolved disagreement continued, however, on 
the number of Americans not adequately protected 
either by prepaid insurance or any other scheme ; on 
ability of the voluntary plans to expand rapidly 
enough to meet the need; and on whether national 


compulsory health insurance is the answer. 

The entire commission membership, headed by 
Dr. Paul Magnuson, was present. Walter Reuther, 
head of the CIO, was chairman. Testimony was 
voluminous, with spokesmen for the nonprofit plans 
stating their ability to supply all necessary public 
coverage. They called for co-operation between 
federal and state governments by permitting Blue 
Cross and Blue Shield payroll deductions for their 
employees and by extending unemployment com- 
pensation to include payment on insurance prem- 
iums. It was also proposed that federal or state 
governments subsidize premiums for low income 
groups, possibly through a system similar to the 
Hill-Burton program. 

To facilitate discussion, the subject was broken 
down four ways: 

1. What are present expenditures for health serv- 
ices? Who spends the money? What does it buy? 
What problems does this method of financing pro- 
duce ? 

2. How adequate and effective are present meth- 
ods of financing health services for individuals and 
families? (a) Evaluation of voluntary insurance 
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plans. (b) What is the need and potential of wider 
financing through insurance? What are the impli- 
cations of using this method? (c) Review and eval- 
uation of other unmet needs: Public Health Serv- 
ices (federal, state and local); Hospital Services; 
Dental Services; Cost of medical education and re- 
search. (d) What is the potential of wider financing 
by public aid, Federal, State, and local? What are 
the implications of such a policy? 

3. What are the inefficiencies in our present 
system of financing? And what are the immediate 
needs for expansion ? 

4, What is our ability to meet existing unmet 
needs? Can our expanding economy provide for 
adequate health services? 


Statistics Show Medical Costs Not High 


Dr. Frank G. Dickinson, Director of the Ameri- 
can Medical Association’s Bureau of Medical Econ- 
omic Research, cited mortality rates and life ex- 
pectancy, commonly used measures of health, to 
show the progress being made. It took fifty-four per 
cent of a week’s wages in 1951 to purchase the same 
amount of medical care that a whole week’s wages 
would have purchased in the period of 1935 to 1939, 
he declared. 

Seymour E. Harris, Professor of Economics at 
Harvard College of Public Administration, esti- 
mated that after adjusting for price increases there 
had been a 111 per cent rise in real services in 1951 
over the period 1935-39. With only a modest in- 
crease in the number of physicians in the period, 
this indicates that physicians are working harder 
and are more productive, but Professor Harris feels 
that the indices used may need more exact analysis. 
He does not believe that physicians’ productivity 
can account for this great increase. 

Harry Becker, Associate Director of the Com- 
mission on Financing of Hospital Care, told the 
group that there is a gap between the level of 
health services being received by the majority of 
the people and the health service we know how to 
provide. He recommended financing through ex- 
pansion of voluntary plans with government agen- 
cies paying the premiums for those people whose 
lack of income prevents them from paying their 
own premiums. Government recognition of volun- 
tary programs, including payroll deduction for 
government employees, would assist materially in 
expanding prepayment plans and improved finan- 
cing of medical care, he feels. 


George W. Cooley, of the Council on Medical 
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Service of the A.M.A., called attention to the rapid 
progress made in voluntary medical and hospital 
care insurance in the past ten years, indicating 
that voluntary programs will continue to expand 
in accordance with the people’s desire for that type 
of protection. He suggested that a special deduction 
be allowed on income taxes for premium payments 
as an added stimulant. Since almost every family 
pays some income tax, such an allowance would be 
an effective way for the government to assist people 
to buy protection against medical and hospital ex- 
penses. 


Social Security Presents Complete Plan 


A complete National Health Insurance plan sup- 
ported by federal taxation was presented by I. S. 
Falk of the Social Security Administration. Dr. 
Falk called it contributory social insurance. The 
medical and hospital care would be a part of the 
over-all Federal Social Security program. 

Leon Keyserling, Chairman of the Council of 
Economic Advisers, stated that for the people as 
a group or nation, the cost of illness exists, whether 
we pay for it or not. He also pointed out that the 
nation can finance whatever it has the resources to 
do. Measured in present values, he estimated 
that in 1962 our production of goods and services 
would be $100 billion higher than in 1952. Re- 
sources and personnel are available to increase 
medical and hospital services, methods for expan- 
sion and financing are in question, but Mr. Keyser- 
ling did not make recommendations in those areas. 

Dr. Ward Darley, Dean of the School of Medi- 
cine, University of Colorado, spoke on financing 
medical education. He indicated that federal aid 
would be necessary but insisted that schools must 
be free of government control. 

In answer to questions, Dr. Darley stated that 
all schools were revising their curricula to provide 
better training for general practice. In Dr. Darley’s 
opinion, the entire four medical school years should 
be aimed at training general physicians. Physicians 
planning a career in general practice should then 
go on with an internship and at least a two-year 
residency in medicine, obstetrics, and pediatrics. 
If the general practitioner is to do general surgery 
he should have at least a two-year residency in 
surgery. 

There is a large unmet demand for well-trained 
general practitioners, in Dr. Darley’s view. 

Dr. George Baehr, Medical Director of the 
Health Insurance Plan of Greater New York, made 
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a strong plea for expansion of prepayment arrange- 
ments with groups of physicians providing com- 
prehensive services to the participants as is done 


in HIP. 


Family Doctor Key Man in Group Practice 


Dr. Baehr also stated that under such group 
practice arrangements, the family doctor or general 
practitioner is the key person. Under HIP, sixty 
per cent of medical services are rendered by gen- 
eral practitioners. Distribution of medical service 
by place showed that twelve per cent is given in 
the home, seventy-eight per cent in the office, and 
ten per cent in the hospital. 

Other panel participants were Helen Hall of the 
National Federation of Settlements; Walter F. 
Perkins, Vice-President of Koppers Company, Inc. ; 
William S. McNary, Executive Vice-President and 


General Manager of Michigan Hospital Service; 
Charles G. Hayden, M. D., Executive Director of 
Massachusetts Medical Service; John H. Miller, 
Vice-President and Actuary of Monarch Life In- 
surance Company; Vlado Getting, M. D., Commis- 
sioner, Massachusetts Department of Public Health; 
Edwin L. Crosby, M. D., Director of the Joint 
Commission on Hospital Accreditation; C. Willard 
Camalier, D. D. S., Past President of American 
Dental Association; Harold M. Groves, Professor 
of Economics of the University of Wisconsin; 
Michael Davis, Ph.D., Chairman of Executive Com- 
mittee, Committee for the Nation’s Health; E. A. 
Van Steenwyk, Director of Associated Hospital 
Service; Emerson P. Schmidt, Director of Economic 
Research, U. S. Chamber of Commerce; Nelson 
Cruikshank, Labor Adviser of the Mutual Security 
Agency; and Harold Vance, Chairman of Board of 
Directors for the Studebaker Corporation. 


What Others Are Saying .. . 


Academy of General Practice 


Tue American Academy of General Practice was 
established five years ago—at a time when this type 
of medical care was considered by some to be in its 
twilight—for the following reasons: 


To promote and maintain high standards of general practice 
of medicine and surgery; to encourage and assist young 
physicians in preparing, qualifying and establishing them- 
selves in general practice; to protect the right of the general 
practitioner to engage in medical and surgical procedures 
for which he is qualified by training and experience; to 
assist in providing postgraduate study for general practi- 
tioners and to encourage and assist physicians and surgeons 
to participate in this training; and to advance medical 
science and private and public health. 


There is no question that general practice, even 
without the aid of the Academy, would eventually 
have regained all the respect and prestige and stand- 
ing in the profession and with the public that may 
apparently have been lost in recent years, for gen- 
eral practice is the very hub on which the care of the 
sick revolves. On the other hand, there is also no 
question that the Academy provided a rallying ground 
for general practitioners at a time when they were 
being shouldered too roughly by their somewhat 
sophisticated and certainly better organized colleagues 
in the burgeoning specialties. 


With its own amazingly successful organization, 
general practice has quickly resumed its rightful 
place as the forward platoon of the medical com- 
pany. 

It is an organization on which this unspecialized 
specialty is to be particularly congratulated, for it is 
truly academic and relatively nonpolitical, basing the 
service that it so clearly renders on the qualifications for 
membership that it requires. 

The recent fourth annual clinical meeting of the 
Massachusetts Academy, under the able leadership 
of Dr. Harvey A. Kelly, is an example of the pro- 
gressive spirit of the organization, for half the session 
was held at the Children’s Medical Center, with the 
Center and the Boston Lying-in Hospital co-operating 
in the program, the other half being given over to a 
symposium on arthritis with the participation of various 
authorities in that field. The Academy, moreover, has 
joined hands with the New England Postgraduate 
Assembly and the newly organized Postgraduate Medi- 
cal Institute to offer to its members the best in modern 
postgraduate instruction. 

Apparently, the stone that refused to be rejected 
has remained as the cornerstone of the temple—to pile 
metaphor upon metaphor.—New England J. Med., 


October 23, 1952. 
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TRENDS AND EVENTS 


Congress To Air Subject of Medical Expense 


Repustican leadership of the national government 
is still in its swaddling clothes but circumstances 
already have formed a shape—not yet clear cut, still 
one that has a definite outline—of things to come in 
the field of medical care and public health. 

You talk to members of Congress ... you con- 
sider the manner in which their legislative commit- 
tees are being organized, taking into account the 
personalities who will fill key positions ... you re- 
call the various statements on the subject of na- 
tional health made by President Eisenhower. In- 
escapably, the conclusion is this: The new govern- 
ment, meaning both its executive and legislative 
branches, is going to probe deeply into financial 
aspects of medical care and hospitalization. 

Is there any news in that? Didn’t the Roosevelt 
and Truman administrations, as well as the Demo- 
cratic-controlled Congresses of the past two dec- 
ades, conduct public hearings and sponsor special 
studies and promote “health conferences” to the 
same end? Yes, they did, but with no success as far 
as projecting the Federal government into medical 
care financing is concerned. 

Today, however, the picture is altogether dif- 
ferent. In contrast to all of the Truman regime and 
the latter half of Roosevelt’s, when the White House 
and Capitol Hill were continually at loggerheads, 
there is every indication that relations between 
President Eisenhower and Congressional leaders 
will be harmonious on major issues. There are 
bound to be differences, of course, but events of 
recent date have demonstrated beyond question 
that (1) they feel the country’s doctor-bill problem 
is growing, and (2) something ought to be done 
about it. 

This worrisome sentiment was put into words re- 
cently by one of the most influential members of the 
House, a conservative Republican who abhors the 
thought of socialized medicine and whose Con- 
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gressional record testifies to his skepticism of 
legislation that would give Washington any ag- 
gressive role in the field of medical care. This is 
what he said: 

“Chronic illness dissipated all the savings of a 
member of my family. Other members of the family 
and myself gave what financial help we could, of 
course. But it set me to thinking about the many, 
many similar cases like this throughout the land. 

**None of us wants government medicine. I think 
the voluntary, prepayment system is the best, but 
somehow, provision of some kind must be made for 
families stricken by costly, long term illnesses. Pos- 
sibly the solution lies in underwriting or subsidizing 
these private plans so that they can increase their 
benefits.” 

During the political campaign, President Eisen- 
hower acknowledged that “too many of our people 
find the cost of adequate medical care too heavy.” 


General Howard McCrum Snyder, who will serve 
as personal physician to President Eisenhower. 
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He went on to say: “Much remains to be done to 
perfect these (voluntary, non-profit) plans so that 
they really supply adequate protection.... For 
purposes like this, the usefulness of Federal loans 
or other aid to local health plans should be ex- 
plored.” 

At this writing, signs point to Senator H. Alex- 
ander Smith, of New Jersey, as the probable chair- 
man of the Committee on Labor and Public Welfare. 
It is this important committee that handles virtually 
all national health legislation that is introduced in 
the Senate or sent over from the House for final 
action. Senator Smith is a middle of the road Re- 
publican who, incidentally, was chairman of the 
health subcommittee during the brief period (1947- 
48) when his party held the reins in Congress. It is 
a point of deep significance that he is a close friend 
of Dr. Dean A. Clark, who is a staunch supporter of 
consumer-operated health cooperative plans and 
broadening of benefits by voluntary insurance 
groups of the Blue Cross-Blue Shield type. Dr. 
Clark also served on the President’s Health Com- 
mission, which filed its recommendations in De- 
cember, and he conducted a special study of health 
insurance plans in 1951 for the Senate committee. 

On the House side of the Capitol, it is the Interstate 
Commerce Committee which handles the great bulk 
of proposed legislation dealing with support of 
voluntary prepayment plans, subsidization of medi- 
cal and nursing schools, financial aid to local public 
health units, etc. In all probability, spokesmen for 
American medicine will be invited to come before 
this committee early in 1953 and state their views as 
to what—if anything—Congress should do about 
this matter of comprehensive health coverage. 

Constructive suggestions will be welcomed. But 


the negative approach, the attitude that all is well on 
America’s health front and nothing whatever should 
be done to disturb the status quo, will not be tolerat- 
ed if present sentiment of high-ranking members of 
House Interstate Committee is any criterion. 

There are no signs to indicate that either the 
President or Congress is aroused to the point where 
a large scale spending program out of Treasury 
funds would be advocated for any kind of national 
health scheme. To the contrary, continuing expen- 
ditures for national defense will militate against in- 
ception of anything new calling for sizable appropri- 
ations unless a direct link with defense can be 
established. 

However, there is a strong possibility that sup- 
porters of Federal aid to non-profit voluntary plans 
will argue for use of social security funds as the 
principal financial bulwark, to be supplemented in a 
relatively small way by general tax revenues. 

Details—and they are numerous and vexatious— 
remain to be worked out. But with regard to prin- 
ciple, seasoned observers in this Capital City are 
impressed by the way that conservative Republican 
lawmakers are leaning in the same direction. That 
is to say, in the direction of a Federal program that 
would, to put it briefly, take most of the fine print 
out of prepaid health insurance contracts without 
imposing any threat of control by Washington. 

The new Administration and the new 83d Con- 
gress are scarcely down the launching ways. No 
precipitate action will be taken. Full hearings will be 
conducted upon any proposed legislation. Quite 
likely another commission study will be authorized. 
The only thing certain is that Washington is going 
to give this whole question a very penetrating ex- 
amination. 


“Ah, here's Doctor Stallcup our roving consultant now.” 
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THE GENERAL PRACTITIONER AND PREVENTIVE MEDICINE 


HIcuHLy important is the role 
the general practitioner plays 
in the field of preventive med- 
icine, declared Dr. J. S. De- 
Tar in a recent address before 
the American Public Health 
Association, the Health Offi- 
cers and Medical Care Sec- 
tions, the Academy of Medi- 
cine of Cleveland, and the 
Cayohoga County Medical Society. Dr. DeTar is 
President of the Michigan Health Council and 
Speaker of the Congress of Delegates of the Amer- 
ican Academy of General Practice. 

The general practitioner’s role is not limited to 
his office—he practices preventive medicine wher- 
ever he goes, says Dr. DeTar, in his daily practice, 
his postgraduate studies, and in his civic activities 
through his Community Health Council. “I believe 
the general practitioner to be by all criteria the most 
important cog in the preventive medicine machine,” 
the speaker stated. “With his cooperation, or- 
ganized public health projects may succeed. With- 
out his cooperation they are doomed before they 
start. This is because it is the general practitioner 
who outnumbers all the specialties combined, who 
generally sees the patient first, and who is the fami- 
ly counselor in medical matters.” 

Because public health is a special field, requiring 
special training, the general practitioner relies on 
organized public health experts to map out the pro- 
grams in which he can then co-operate, Dr. DeTar 
thinks. But because the general practitioner is 
strongly individualistic, he must be educated and 
led, not pushed. The final success of any project in 
the public health field depends on the close co-oper- 
ation and integration of effort of organized public 
health leaders and general practitioners. Dr. DeTar 
cited examples from his own experience to show 
change in attitudes of general practitioners in the 


At 


Dr. DeTar. 


last decade, from disinterested toleration of public 
health efforts to enthusiastic co-operation. 

Dr. DeTar cited emphasis placed on disease pre- 
vention in the field of psychiatry on the agenda of 
the annual meetings of the American Academy of 
General Practice during the past two years—Dr. 
Paul Popenoe, speaking on marriage and family 
relations; Dr. William C. Menninger on the sexual 
aspects of marriage; Dr. Dorothy Baruch on new 
methods in child discipline. 

Other talks in the general area of preventive med- 
icine included Dr. C. F. Gastineau on “Obesity and 
Thinness” ; Dr. Richard A. Kern on ‘Our Geriatric 
Patients”, and on “The Forties”; Dr. O. Spurgeon 
English on “Problems of the Teen-Agers” ; and Dr. 
George M. Wheatley on “Help Immunize Me 
Against Accidents.” 

“IT mention these titles,” declared Dr. DeTar, 
“because they represent a distinct victory for the 
forces of preventive medicine; here we see the gen- 
eral practitioners, through their own organization 
focusing attention directly on the prevention of 
disease—a field occupied fifty years ago by only the 
most progressive of public health leaders.” 

Dr. DeTar praised the health council concept as 
a projection of the concept of preventive medicine 
from the state level down to the community level. 
At that level, he feels that health directors and prac- 
ticing physicians should work together to extend to 
the people the benefits of increasing preventive 
medical knowledge in the Community Health Coun- 
cil, the most potent vehicle existing for such pur- 
pose. If no local health council exists, he feels the 
general practitioner should take a hand in forming 
one. 

The general practitioner cannot hope to do the 
work of a public health officer, because each job 
is too demanding, but he can help see to it that 
every county in the United States is protected by 
an organized public health department. 
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Dr. Frank G. White in front of Leeds, 
N.D., Memorial Health Center. 


Lerps, North Dakota (population 782), decided 
it needed a local physician and up-to-the-minute 
medical care; so it set out to do something about it. 
The result is the Leeds Memorial Health Center, in- 
corporated as a nonprofit organization to provide 
medical facilities for the whole community. Looking 
after the populace is a young member of the Ameri- 
can Academy of General Practice, Dr. Frank G. 
White. 

The whole project has been seven years in crea- 
tion. It was back in 1945 that a group of local people 
started a drive to build a small general hospital. In 
1949, the plans were changed and a modern clinic 
building with space and equipment for one or two 
physicians and a dentist was decided upon. Dr. 
White opened his practice in the completed build- 
ing in July, 1952. 

One complication arose when the Health Center 
applied for a license to operate as a community 
clinic. The state health department code does not 
provide for licensing clinics and the health depart- 
ment evaluated the facilities according to specifica- 
tions for a general hospital, denying it a license un- 
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der existing regulations. After a hearing by the 
State Health Council, the clinic was allowed to op- 
erate under a temporary permit. It is expected that 
the state licensing code will be revised to provide 
for operation of facilities that are neither a hospital 
nor merely a doctor’s office. 

This concept of community-sponsored and sup- 
ported projects to provide facilities for one or two 
doctors, a dentist, and auxiliary personnel, is a 
sound approach to the problem of securing medical 
and dental personnel in smaller communities. The 
American Academy of General Practice, in co-op- 
eration with medical schools and other medical 
organizations, has developed an educational pro- 
gram to prepare and train young physicians for 
those communities. Every community that will make 
a sincere effort to establish facilities in which a doc- 
tor can practice modern medicine should experience 
little difficulty in obtaining well-trained medical 
personnel. 

The physicians’ placement service of the Amer- 
ican Medical Association and its state medical so- 
cieties stands ready toassist communities in locating 
physicians or to advise physicians of communities 
needing a doctor. The American Academy of 
General Practice co-operates in this enterprise. If 
the community can provide something in the way 
of modern facilities for medical practice, all prob- 
lems should be readily solved. 


Dr. White works with a patient in his 
offices in the Leeds Memorial Health Center. 
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Over and above the relief of menopausal symptoms, Harding reported that “a feeling of 
well-being or tonic effect was frequently noted,” by his patients on “Premarin” therapy. 


Harding, F. E.: West. J. Surg. 52:31 (Jan.) 1944. 


“PREMARIN 


Estrogenic Substances (water-soluble) also known as 


Conjugated Estrogens (equine). Tablets and liquid. S 


Highly effective - Well tolerated - Imparts a feeling of well-being 


Ayerst, McKenna & Harrison Limited » New York, N. Y. *« Montreal, Canada — 5225 
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Practical books for the Practicing Physician 
e WRIGHT’s The Pathogenesis and Treatment of Thrombosis 
(with a clinical and laboratory guide to anticoagulant therapy) 


IRVING S. WRIGHT, M. D., Professor of Clinical Medicine, Cornell University Medical 
College, New York; President, American Heart Association. 


This brief, directly practical monograph explores a commonly encountered condition in 
all its many clinical aspects. Biochemical and morphologic factors are discussed, the relationship 
to malignancy, familial and individual clotting tendencies, and the effect of certain preparations 
on blood coagulation and anticoagulant dosage requirements (ACTH, cortisone, various anti- 
biotics). A particularly useful section deals with “Newer Anticoagulants.” 

Of especial serviceability, too, is the “Clinical and Laboratory Guide to Anticoagulant 
Therapy,” which includes practical instruction in use of the major anticoagulants, step-by-step 
directions for treatment of control of hemorrhage, and technics for determining prothrombin and 


clotting times. 


86 pp., $3.00 


e MENNINGER’s A Manual for Psychiatric Case Study 


KARL A. MENNINGER, M. D., The Menninger Clinic, Topeka 

This book is written for you—for the practitioner, who is the first to see the psychiatric 
patient, the first to take a history, the first to make an examination. It is you who will refer the 
patient to the psychiatrist—you to whom the patient will eventually be re-referred. 

Karl Menninger shows in concise, practical detail what to look for in an examination, 
how to obtain and record information effectively. He gives you all the necessary background for 


this part of your practice. 


FABRICANT’s Modern Medication of the 
Ear, Nose and Throat 

NOAH D. FABRICANT, M.D., Clinical Assistant Professor 

of Otolaryngology, University of Illinois, College of Medicine. 

The knowledge of the specialist presented to meet the 

everyday requirements of the general practitioner. “...a 


usable volume of intelligent everyday therapeutics”’ 
(U. S. Armed Forces Med. J.). 256 pp., $5.75 


BRONISCH’s The Clinically Important Re- 
flexes 
F. W. BRONISCH, Dr. Med., University of Heidelberg 


anion Edition revised and enlarged by Clemens Benda, 


A working handbook for neurologic examination, this 
guide to eliciting and interpreting reflexes is written for the 
general practitioner rather than the neurologist. Profusely 
illustrated, it clarifies many puzzling clinical problems. 


88 pp., $4.75 


SIGLER’s Cardiovascular Disease: Funda- 
mentals, Differential Diagnosis, Prog- 
nosis, and Treatment 


LOUIS H. SIGLER, M.D., Director, Department of Medi- 
cine, Harbor Hospital, Brooklyn. 


Designed to meet the everyday reference needs of the 
non-specialist, this practical text considers every important 
aspect of cardiovascular disease. It will be invaluable for 
practitioners who must diagnose, medicate and refer these 
commonly encountered cases. 572 pp., $10.00 


See Booth 307 at the National Convention in St. 
Louis, March 23-27. Whether you attend or not, you 
can order books which interest you—direct from the 
publisher—‘‘on approval.’’ 


370 pp., $6.75 


GOLDMAN’s Fundamentals of Clinical 
Cancer (with emphasis on early diag- 
nosis and treatment) 


LEONARD B. GOLDMAN, M.D., Clinical Professor of Ra- 
diotherapy, New York Medical College. 


Goldman provides a long-needed text on early cancer— 
detailing the important information on diagnosis and _treat- 
ment at the only stage when they can be effective. This is 
the stage when the practitioner can detect malignancy, 
and this text, to this end, is authoritative, complete, clear- 
ly written, organized for easy reference. 304 pp., $8.75 


TALBOTT’s Gout and Gouty Arthritis 


JOHN H. TALBOTT, M.D., Professor of Medicine, Uni- 
versity of Buffalo School of Medicine. 


A clinical discussion of a common yet poorly under- 
stood and often improperly treated malady. The author 
emphasizes recent advances, diagnosis, and treatment of 
acute attacks as well as the handling of patients between 
acute episodes. 100 pp., $3.50 


BLUMGART?’s Clinical Progress in Cardio- 
vascular Disease 


HERRMAN BLUMGART, M.D. (Ed.), Professor of Medi- 
cine, Harvard Medical School. 


Leading authorities discuss clinical aspects of athero- 
sclerosis, acute cardiac emergencies, surgery for mitral 
stenosis, cardiac patients in relation to surgery, emotion 


and the circulation. 132 pp., $4.50 
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Sterility. Its Causes and Its Treatment. By J. Jay Rommer, M.D. 
Pp. 424. Price, $12.50. Charles C Thomas, Springfield, 
Ill., 1952. 

It is said, “few calls for help are as appealing as the 
plea of the barren couple.” As pointed out in this book, 
their plea for help is really a challenge for the physician 
to give to them that which normally would be theirs. It 
is actually the physician who needs help in the treat- 
ment of these couples. This book is certainly a help to 
that physician who endeavors to answer their plea and 
make them productively normal. 

Dr. Rommer writes with authority and understanding 
with such a style that the book could be considered en- 
tertaining as well as scholarly. He holds up to the med- 
ical profession problems of sterility as a specialty which 
involves more or less every practitioner of medicine, and 
certainly the general practitioner, no less than the gyne- 
cologists, urologists, endocrinologists, or psychiatrists. 
It points the way to hope for many of these infertile 
couples. 

It is a complete text for the student and a ready ref- 
erence for the general practitioner. It gives a complete 
coverage of a complicated subject, which embraces all 
aspects of the reproductive problem, in the male as well 
as in the female. 


—Joun R. Benper, M.D. 


The Specialties in General Practice. Edited by Russell L. Cecil, 
M.D. Pp. 818. Price, $14.00. W. B. Saunders Company, 
Philadelphia, 1951. 


Few names in medicine are more familiar to the aver- 
age physician than that of Russell L. Cecil. It is there- 
fore true that no man in medicine could have been se- 
lected who could lend more prestige to such a volume as 
that we are considering. 

Dr. Cecil has, as usual, selected able colleagues to 
compose the material in the several sections of this book. 
These men have made a real effort to present material 
which is of practical value to the average practicing 
physician. In the main they have succeeded admirably. 

Understanding that they are men of wide recognition 
in their highly specialized fields, it is understandable 
that they have also included in some instances descrip- 
tions and techniques which have no practical value to 
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the average general practitioner, although they do have 
a very real place in filling out his understanding of the 
subject presented. Perhaps it is well to bear in mind that 
in some instances the presentation is inadequate unless 
one has greater familiarity with it and it should not be 
used as the final criterion before a practitioner of limited 
experience undertakes the technique illustrated. 

No general practitioner could fail to gain a great deal 
from each chapter of this book. It presents an up-to-date 
review of the subjects considered and presents practical 
techniques which the physician will find useful on many 
occasions each day. It is a ready reference concisely but 
clearly expressed, and one which will be most frequently 
referred to particularly for action at the moment and 
until the practitioner can consult more comprehensive 
volumes. 


—Joun O. Boyp, Jr., M.D. 


Essentials of Infant Feeding for Physicians. By Herman Frederic 
Meyer, M.D. Pp. 249. Price $6.75. Charles C Thomas, 
Springfield, Ill., 1952. 

We so often look with tolerant amusement, if not 
downright condemnation, upon what may be a “grand- 
mothers’ remedy” or an “old wives’ tale,” but, on the 
other hand, we consider ourselves wise with sophisti- 
cated enlightenment when we accept some modern-day 
conjecture as gospel fact. The current thought which 
brought this to my mind was that concerning the suck- 
ing reflex and its supposed dire threat to later mental 
equilibrium when the urge to suck is thwarted in some 
manner. Dr. Meyer concludes a chapter dealing with the 
mechanics of artificial feeding with some comments on 
this subject, and the entire preceding portion of the 
chapter abounds in common-sense advice, based upon 
an introductory premise that all difficulties associated 
with artificial feeding arise not so much out of the con- 
tents of the container as from the container itself. “A 
baby” he says “nurses at the breast—it is fed a bottle.” 

A chapter on formula computation is superb for its 
clarity and practicality, and in a long chapter on propri- 
etary foods, he deals with everything from the pasteur- 
ized milk which is delivered to your door each morning, 
to such things as ready-to-use protein milk, acid milk 
formulae, and evaporated goats’ milk. With his usual 
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this first Medical Book Guild offer 
includes “MEDICAL PROGRESS ANNUAL” 


— Presenting the Most Recent Advances in Research, Diagnosis, Treatments and Trends 


OF THESE VALUABL 
Yours for only 


One of which can be 
MEDICAL PROGRESS ANNUAL 


(with membership) 
WORTH UP TO $24.50 IN PuB. EDITIONS 


OUTSTANDING SPECIALISTS BRING YOU NEW CONCEPTS IN DIAGNOSIS, PREVENTION, TREATMENT 
For the first time practical, important information on medical progress in the 
past year is presented in one book. Combines the vast clinical and research 
experience of such contributor-specialists as: P. L. Wermer—nature, actions, and 
uses of new and important drugs developed in 1952, released by the F.D.A. and 
Council-accepted; P. H. Long—Infectious Diseases; P. D. White—advances in 
Cardiology with special emphasis on rheumatic fever and coronary thrombosis; 
C. W. Mayo—important field of Surgery. There are sections on E.N.T. Diseases by 
F. L. Lederer; Allergy by L. Unger; Arthritic Gout and Collagen Disorders by 
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rics by R. A. Reis; Orthopedic Surgery by H. C. Hatcher; Diseases of the Chest 
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tology by H. Rattner; Nutrition by F. J. Stare. A summarizing chapter by 
M. Fishbein presents a general review of medical progress, medical education 
and social medicine. 

You will use “Medical Progress Annual" again and again—to help solve specific 
problems you meet in your daily practice. Publisher's edition, $5.00. 
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Harrison's PRINCIPLES 
OF INTERNAL MEDICINE 
A new approach to clinical 
medicine for better under- 
standing of mechanisms 
and control of disease, 
One of the most popular 
“*medical best sellers."’ 
Pub. ed., $15.00. 


Blakiston's NEW GOULD 
MEDICAL DICTIONARY 
The new ‘‘standard’’ in 
medical dictionaries that 
incorporates all recent ad- 
vances in medicine and al- 
lied fields. ‘An exceeding- 
ly useful tool"’ (J.A.M.A.). 
Pub. ed., $9.50. 


Martin's BIOLOGICAL 
ANTAGONISM 
Complete, concise presen- 
tation of the theory of 
biological relativity. Based 
upon extensive study of 
various antagonisms fun- 
di tal to all biological 
activity. Pub. ed., $8.50. 


written by men outstanding in their fields — for only $9.45. With this money-saving 
offer is included FREE charter membership in the new MEDICAL BOOK GUILD OF 
AMERICA — the only Book Club formed exclusively for the medical profession — 
the Book Club that you and other practicing physicians have long waited for! 


Osborn'’s PSYCHIATRY 
AND MEDICINE 


Chobot's 
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Integrates principles of The latest, authoritative 


preventive psychiatry with 


information on diagnosis 


medical practice, Discusses and treatment. Separates 
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apy and physician-patient retic. Of real value to 
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today. Pub. ed., $5.50. 


Lief's COMMONSENSE 
PSYCHIATRY OF 
DR. ADOLF MEYER 
A fascinating edited col- 
lection of 52 articles, re- 
ports and addresses by Dr. 
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the ‘‘whole’’ patient, mind 
and body. Pub. ed., $8.50. 
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concession to simplicity and practicality in infant feed- 
ing, he recognizes simply evaporated cows’ milk as the 
nearest ideal of any of the artificial foods, but adds later 
that “the intangible which human milk possesses has 
not as yet been placed securely in a can or bottle . . .” 

The chapter on vitamin supplement is very interest- 
ing and enlightening, but its most practical point is 
made in its summary when the needs of the normal in- 
fant are set at only 30 to 50 mg. of vitamin C to bottle 
babies, and 400 units of vitamin D to both bottle and 
breast babies. The entire discussion is consoling to all of 
us who have always contended that we have been over- 
sold on all the proprietary multiple vitamin prepara- 
tions and the pseudoscientific hog-wash with which they 
have been ballyhooed. 

Self-demand feeding, although recognized as a 
healthy advance in infant feeding, is covered in some- 
thing more than the usual there-are-nothing-but-ad- 
vantages-to-it manner. 

The appendix contains a unique assortment of refer- 
ence material extending from the usual table of equiva- 
lents, through an odd assortment of practical facts, such 
as a short discourse on the indications and technique of 
gavage. 

Even a perusal of the book will add competence to 
your manner of handling the problems of infant feeding, 
crystallize your thinking on the subject, and probably 
cause you to revert, or convert, to some much simpler 
practices than you now follow. In addition, it contains a 
wealth of reference material in a collected and easily 
available form. All of these things, of course, make it a 
book which is particularly valuable to the general prac- 
titioner. 

The paper, type, and general make-up are in the usual 
excellent tradition of this particular publisher. 

—Keiru Hammonp, M.D. 


Viral and Rickettsial Infections of Man. Edited by Thomas M. 
Rivers, M.D. Pp. 736. Price, $7.50. 2nd Ed. J. B. Lippin- 
cott Company, Philadelphia, 1952. 


The rapid strides in the antibiotic field during recent 
years have somewhat overshadowed the great advances 
made in our knowledge of virus and rickettsial diseases. 
This volume, published under the auspices of the Na- 
tional Foundation for Infantile Paralysis and made up of 
contributions by recognized authorities throughout the 
nation, is truly an up-to-date and comprehensive ency- 
clopedia. 

Viruses, formerly described merely as living agents 
too small to be seen, are now classified according to size, 
shape, physical and chemical characteristics, and im- 
munologic properties. Methods of culturing virus in liv- 
ing cells, both the fertilized egg and in tissue culture, 
are described in detail. 

This book is a must for research workers, teachers, 
and epidemiologists, as well as being of great value to 
the scientifically minded physicians in private practice. 
Each disease is given its proper emphasis with consider- 
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Office Diagnostic Tests in 
Neurology-WARTENBERG 


Ready in March! Those who heard Dr. Wartenberg’s 
paper at the San Francisco meeting of the Academy will 
know this is a manual every doctor should have. It was 
inspired by the tremendous enthusiasm which greeted this 
paper. Only clinical tests that can be readily performed 
in the office or at the bedside are given. Dr. Warten- 
berg stresses the fact that neurologic diagnoses such as 
the general practitioner must make need not be complex, 
and in this new manual proceeds to prove it. 


By ROBERT WARTENBERG, M.D., University of Cali- 
fornia Hospital. 190 pages; illustrated. 


Office Management of 
Ocular Diseases =HUGHES 


Just published!—An up-to-date working knowledge of 
ophthalmic diagnosis and treatment is often a requisite 
and always an asset in general practice. Here is an ultra- 
practical, 100% clinical guide—the kind of book you 
feel so fortunate to have handy when a critical need 
develops. For minor ailments, as well as for the more 
complex pathologies, Dr. Hughes gives specific directions 
on diagnosis and treatment. Differential diagnosis is 
stressed particularly. There is a 32-page Ophthalmic 
Formulary. 


By WIt.1aM F. HuGHEs, Jr. M.D., Professor and Head, 
Dept. of Ophthalmology, University of Illinois. 452 
pages; 164 illustrations on 121 figures. $9.00. 


The Year Book Publishers, Inc. 
200 East Illinois St., 
Chicago 11, Illinois 
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able space given to a discussion of important diseases 
such as rabies and poliomyelitis. This book will bring 
the reader up to date on the most common diseases that 
affect man: the common cold, influenza, measles, and 
many others. The fatal outcome of infections due to 
herpes simplex, the etiology and diagnosis of cat-scratch 
disease, and a detailed and clear discussion of the Cox- 
sackie group of diseases are only a few examples of the 
material presented. “Intestinal flu,” a disease which has 
been ridiculed by those who denied its existence, has 
come into its own as epidemic viral gastroenteritis 
caused by a specific virus. The endemic typhus fever in 
the southern United States, erroneously known as Brill’s 
fever, is now classified properly as murine typhus, due 
to Rickettsia mooseri rather than R. prowazekii. 

The book is attractively bound, well illustrated, and 
printed in large type on a high quality paper. Each of 
the thirty-nine chapters is divided into sections which 
greatly enhance its encyclopedic value. This book is a 
bargain. If it had not been subsidized by the National 
Foundation for Infantile Paralysis, its price would prob- 
ably be at least twice that which is listed. 

S. Drx, M.D. 


Infant and Maternal Care in New York City. E. H. L. Corsin, 
General Director of Study. Pp. 188. Price, $3.50. Colum- 
bia University Press, New York, 1952. 


This monograph is a very interesting and complete 
statistical study of the obstetric problems of greater New 
York. It is well written and accompanied by numerous 
clarifying charts. However, the interest is for a limited 
number of physicians, particularly those in public 
health and obstetrics. I do not believe that it will re- 
ceive too much attention nor can be of much informative 
value for general practitioners other than the few who do 
obstetrics and pediatrics in New York City. 

—J. F. Mosuer, M.D. 


Handbook of Operative Surgery: Surgical Gynecology. By J. P. 
Greenhill, M.D. The Year Book Publishers, Inc., Chi- 
cago, 1952. 

In this small convenient handbook, Dr. J. P. Green- 
hill, professor of gynecology at the Cook County Gradu- 
ate School of Medicine, has presented a ready reference 
manual intended for gynecologists, surgeons, and gen- 
eral practitioners. Although it does not contain discus- 
sions of symptomatology or etiology, the first eighty 
pages of the book are devoted to an excellent brief dis- 
cussion of pre- and postoperative care, including fluid 
balance, the management of obese and aged individuals, 
and patients with concomitant medical diseases. 

The body of the book is devoted to brief step-by-step 
descriptions of technique for most of the operative pro- 
cedures commonly performed in gynecology. Also in- 
cluded are certain obstetric operations and the treat- 
ment of complications encountered by the gynecologist 
such as injuries to the ureter, bowel, and bladder. The 
treatment of hemorrhoids, direct and indirect inguinal 
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hernias, and femoral hernias is also discussed. A large part 
of the space, however, is devoted to excellent drawings 


of technical procedures by Angelea Bartenbach. These f * 


drawings, semidiagrammatic, are easy to follow and 
stress the important operative steps. Numerous ana- 
tomic drawings precede sections of the book devoted to 
surgery of the perineum, vagina, and intra-abdominal 
pelvic organs. 

Of additional interest to the general practitioner is 
the inclusion of techniques for various office gynecologic 
procedures, including the treatment of condylomata, 
cauterization of the cervix, and cervical biopsy. This 
little book should be a valuable addition to any practi- 
tioner’s ready reference library. 


S. McCung, M.D. 
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Physical Medicine and Rehabilitation for the Aged. By Walter S. 
McClellan, M.D. Pp. 81. Price, $2.00. Charles C Thomas, 
Springfield, Ill., 1951. 

The introduction gives a clear and concise definition 
and clarification of the divisions of physical medicine 
and the benefits to be received by the aged from this 
form of medical treatment. 

Chapter II emphasizes that certain basic changes in 
aging tissues require consideration of these changes in 
prescribing the different forms of physical medicine to 
obtain the best results. This chapter discussion is excel- 
lent and most important. 

Chapter III differentiates the physical modalities as 
water, electricity, radiant energy, mechanical force, 
their actions and effect upon the body. 

Chapter IV emphasizes the importance, as to knowl- 
edge of the therapist and strength of the patient, of pre- 
scribing physical medicine. This is most important and 
is often not considered by most physicians. 

Chapter V well describes programs for application of 
physical medicine as to individual or group therapy. 
Most important is the emphasis of home therapy for the 
aged because of the difficulties in the visits to the clinics 
for treatment. 

In Chapter VI, application in specific medical condi- 
tions is briefly but well covered in most of the mentioned 
diseases. It might be well for the author to mention and 
consider the referred causes of shoulder pain from car- 
diac disease, cervical radiculitis, reflex dystrophies, and 
organic chest conditions which are more than common 
in the cause of shoulder pain in elderly people. The 
emphasis on early physical help to the paraplegic is 
most important and ably discussed. 

Chapters VII and VIII describe rehabilitation and oc- 
cupational therapy in regard to its importance in this 
aging group for fuller enjoyment in life. 

This book is concise, well written, with excellent illus- 
trations, and the author demonstrates he has an excel- 
lent and comprehensive knowledge of his subject. All 
physicians should have a volume on their desks for con- 
sultation and use in treating the aged. 


—C. Stewart Gutmor, M.D. 
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in functional disorders 


.. . such as irritable colon, 
emotional diarrhea, peptic 
ulcer, pyrosis; also for 
inflammatory diarrhea due 
to acute gastroenteritis 

or ulcerative colitis, and 


BUTISOL- BELLADONNA 


—has a more definite, efficient antispasmodic action because it 
combines in each 5 cc. (one teaspoonful): 


1 * BUTISOL® SODIUM 10 mg. (% gr.) —“intermediate 
sedative” which is “particularly useful in the field of daytime 
sedation.””' The mild, relatively prolonged action of Butisol 


Sodium “makes it suitable for management of many 
functional disorders.’’! 


2 * EXT. BELLADONNA 15 mg. ('%4 gr.)—in its preferred and 
most effective form—the natural extract rather than the 
synthetic alkaloids. 


... in an exceptionally pleasant-tasting elixir colored an appetizing orange-red. 
Supplied in bottles of one pint and one gallon. Samples on request. 


1. Dripps, D.: Selective Utilization of Barbi 
J.A.M.A. 139:148 Wan, 15) 1949. 


MeN EIL LABORATORIES, INC., PHILADELPHIA 32, PA. 
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*in musculoskeletal pain 


relief that is 


prompt - prolonged - prescribed 


APAMIDE 


TRADEMARK tablets 


= 


(N-acetyl-p-aminophenol, AMES, 0.3 Gm.) 


analgesic - antipyretic 


rapid direct action—no analgesic lag 
inherently well-tolerated 
especially valuable in salicylate intolerance 


indications: Muscular or joint pain, functional 
headache, dysmenorrhea, respiratory infections. 


pain relief plus sedation 


APROMAL 


TRADEMARK tablets 
~ (N-acetyl-p-aminophenol and acetylcarbromal, AMES, 0.15 Gm. each) 


sedative - analgesic - antipyretic 


non-narcotic and non-barbiturate 


safer control of pain... R only 


Apamide or Apromal: Adults—1 tablet every 4 hours or as 
required. Children over 5— tablet every 4 hours. Bottles of 100. 


Samples and literature on request. 


Apamide and Apromal, trademarks. 


AMES 


/\ COMPANY, INC- ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
45953 
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LEONARD READ WILL BE THE ASSEMBLY’'S BANQUET SPEAKER 


Leonarp E. Reap, a personality who sparkled on 
last year’s Assembly’s public relations program, 
returns again to speak at the Fifth Annual Scien- 
tific Assembly’s banquet which will be held March 
25 in the Gold Room of the Hotel Jefferson in 
St. Louis. 

Mr. Read, president of The Foundation for Eco- 


nomic Education of Irvington-on-Hudson, New 
York, has chosen “The Growing Belief in Compul- 
sion” as his topic. 

In his speech he will emphasize that restoration 
of a faith in free men is the antidote to this intellec- 
tual disease. The type of work that this involves 
will be brought out. He will outline the method 
through which the belief in compulsion came about, 
the point to which it has brought this country, and 
the prospects for the future if this philosophy is 
not discontinued. 

Those who have heard Mr. Read speak need no 
assurance as to his ability. 

In 1946, in collaboration with a few business and 
education leaders, he founded The Foundation for 
Economic Education and is now president of that 
organization. 

Toastmaster for the evening will be Dr. Edward 
Haddock of Richmond, Va. Dr. Haddock, now 
president of the Virginia chapter of the Academy, 
holds another top job—that of being mayor of his 
city. 

There will be only 1,000 banquet tickets on sale 
and these will be on a “first come—first served” 
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basis. These may be purchased in the registration 
area at Kiel Auditorium. 

Tickets this year, as last, will be $7.50 per person. 
The banquet will begin at 7:30 p.m. Informal dress 
is the choice of the banquet committee. 

Following the dinner there will be dancing in the 
adjoining ivory room at the Jefferson. There will be 
no extra charge for this part of the evening’s festivi- 
ties and all members are invited to the dance 
whether they attend the banquet or not. 


= 
Leonard E. Read. 
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Make your Hotel Reservations early 


1953 Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


The Academy returns to St. Louis in 1953 
with the biggest anticipated registration in its 
history—but with no increase in the number 
of available hotel rooms. This means that the 
physician who makes his reservation early 


will have first choice on the best rooms in the 
better hotels. 


For the finest program yet offered at any 
Annual Assembly . . . 


By all means come to St. Louis... 


Fy morn 
2 CONGRESS MOTE, 


The St Lous Auditorium 
1s only three blocks from 
the Umon Depot and within 
easy walking distance of a large 
number of St Louis’ best hotels. It 
con be conveniently reached by 
surface cars, bus lines and service 
cors, and there ae ample parking 
facilities adjacent to it 


® Assignment of rooms will be made in the order re- 
ceived. 


® All assignments will be through the St. Louis Hotel 
Bureau. 


®No “headquarters” hotel—Academy headquarters 
will be at Kiel Auditorium. 


® Delegates and distinguished guests may specify the 
Statler. 


® State officers and delegates must make their own 
reservations. 


® Be sure to indicate definite arrival and departure 
time, also names of room occupants. 


® Assembly registration begins at 9:00 A.M. Monday, 
March 23. Meeting ends at noon, March 26. 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 


4 
AK: 
Sh » BUT REMEMBER— 
at 
morn 
| wom 
| 
| $e & 
| | 


AMERICAN ACADEMY OF 
GENERAL PRACTICE 


Room 406—911 Locust St. 
St. Lovis 1, Missouri 


MARCH 23 TO 26, 1953 


ST. LOUIS, MISSOURI 


*ST. LOUIS HOTEL ROOM RATES 


Rooms for Two 
2-Room Suites 


7.00- 8.00 $10.00-12.00 


Singles Doubles Twins 

American._............ $3.75- 4.50 $5.25- 6.50 $6.50- 7.50 
Baltimore... 4.00- 6.00 5.50- 7.50 6.50- 7.50 
Broadview... 4.00- 5.50 5.50- 7.00 
5.75-10.00 9.00-12.00 9.00-15.00 
Claridge... 4.00- 8.00 6.50- 8.50 7.50- 9.50 
5.00- 8.00 6.00-10.50 6.00-10.50 
OsSete...... 4.50- 7.50 6.50-10.50 8.00- 9.00 
Fairgrounds... 4.00- 6.50 6.25- 8.50 7.00- 8.00 
Fairmont... 4.00- 6.00 5.50- 8.00 5.50- 8.00 
Forest Park... 4.00- 6.00 7.00- 9.00 7.50- 9.00 
Gatesworth........ 5.50- 6.50 7.50- 850 7.50- 8.50 
Geo. Washington... 3.50- 4.00 6.00 7.00 
Jefferson... 5.00- 9.00 8.00-12.00 10.00-12.50 
Kings Way... 3.50- 5.00 5.00- 7.25 8.50 
ee. . 5.00- 9.00 6.50-10.00 7.00-11.00 


16.00 & Up 
16.00 & Up 
12.00-20.00 
12.50-15.00 


10.00-16.00 
10.00-16.00 


21.00 & Up 
9,00-12.50 
16.50 & Up 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: FEBRUARY 23, 1953 
Hotels Convention Reservation Bureau, A.A.G.P. 


APPLICATION FOR HOUSING ACCOMMODATIONS 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 23-26, 1953 in St. Louis, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations must 
be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE DEFI- 
NITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OC- 
CUPY RESERVATIONS REQUESTED MUST BE INCLUDED. 


MARCH 23-26, 1953 


Rooms for Two 
Singles Doubles Twins 2-Room Suites 
Majestic... $4.00- 6.00 $6.00- 8.00 $7.00-10.00 
Mark Twain... 4.50- 7.00 6.50- 9.00 9.00-10.50 $15.50 & Up 
Mayfair... 5.00-10.00 6.50-12.00 8.50-12.00 14.50 & Up 
McKinley............_ 2.25- 3.50 4.00- 5.00 5.50- 6.50 
Melbourne... 4.50- 8.50 6.50- 9.00 9.00-11.50 14.00-18.00 
Park Plaza... 7.00-11.00 11.00-14.00 11.00-16.00 16.00 & Up 
Roosevelt... 4.50- 8.50 6.50-10.50 7.50-10.50 
Sheraton... 5.85-10.00 9.00-13.00 11.00-13.00 12.00-24.00 
Statler... (5.00-10.00 7.50-12.00 9.00-13.00 28.00-29.00 
\" Rooms available. Reserved for Delegates and 
Distinguished Guests. 
Warwick... 3.00- 4.50 4.50- 6.00 6.50 
York... 3.50- 5.00 6.00- 7.50 7.50- 8.50 


*The above quoted rates are existing rates but are, of course, subject to any 


change which may be made in the future. 


Twin Bedded Room. 


Please reserve the following accommodations for the: AMERICAN ACADEMY OF GENERAL PRACTICE IN ST. LOUIS, MISSOURI ON 


Double Bedded Room 
2 Room Suite. Other Type of Room 
Rate: From $ to $ 


First Choice Hotel 


Second Choice Hotel 
Third Choice Hotel 


A.M 


Arriving at Hotel (date) 
hour. A.M 


asked for: 


P.M. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 
bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 


P.M. Leaving (date) 


(Individual Requesting Reservations) 


If the hotels of your choice are unable to accept your reservation 


the Hotels Convention Reservation Bureau will make as good a 
reservation as possible elsewhere providing that all hotel rooms 


available have not already been taken. 
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FELORAL CAPSULES are packaged in 
Strips for their protection ; easily carried in pur 
Adults: 1, 2 or 3 capsules water 
| Samples? Of course ... on your 
PINK and WHITE FEL 250.0mg. 


Formal Lecture Program—Fifth Annual Scientific Assembly 


Monday 


Tuesday 


Wednesday 


Thursday 


REGISTRATION 
BEGINS 9:00 


Opening of Program 
and Welcoming Speeches 


1:00 


The Physical 
Examination 


Louis A. Krause, M.D. 


Management of Thyroid 
Diseases 


Richard B. Cattell, M.D. 


Medical Management of 


Thomas Durant, M.D. 


Management of Common 
Eye Conditions 


J. Hewitt Judd, M.D. 


Bleeding Lesions of Colon 
and Rectum 


Robt. W. Bartlett, M.D. 


Diagnosis of 2nd and 3rd 
Myocardial Infarcts 
Chauncey C. Maher, M.D. 


RECESS FOR EXHIBITS 


Cystoscopic Diagnosis 


Elmer Hess, M.D. 


Diagnosis and Treatment 
of Lung Tumors 


Cranston W. Holman, M.D. 


Newly Estab. Ranges of 
Normal Blood Pressure, 
Hypertension 


Arthur M. Master, M.D. 


Diagnosis of Common 
Proctologic Lesions 


H. R. Reichman, M.D. 


Antibiotics in Surgery 


W. A. Altemeier, M.D. 


LUNCH 


Somatic Types in 
General Practice 


Howard L. Sprague, M.D. 


The G.P. and the 
industrial Physician 


Earl F. Lutz, M.D. 


Bedside Estimation of 


Water and Electrolyte 
Balance 


Robert Elman, M.D. 


Early Problems in 
Poliomyelitis 
Ralph Platou, M.D. 


Industrial Medicine in 
General Practice 


Gradie Rowntree, M.D. 


Useful Medications in 
Gastroenterology 
James L. A. Roth, M.D. 


Rheumatic Fever 
Problems in 
Childhood 


Arild E. Hansen, M.D. 


Some Quasi- Occupational 
Diseases 


C. D. Selby, M.D. 


Meyer Naide, M.D. 


Diseases of Stress 


Harley E. Cluxton, M.D. 


ASSEMBLY 
CLOSES 12:00 


RECESS FOR EXHIBITS 


Acute Infections of 
the Pharynx 
Robert Godwin, M.D. 


Spinal Anesthesia 


L. F. Schumacher, Jr., M.D. 


New Antihistaminics 


David F. Marsh, M.D. 


Heart Disease in 
The First Year of Life 


Robert A. Lyon, M.D. 


Common Gyn. Problems 
in General Practice 


Walter J. Reich, M.D. 


Diagnostic Problems in 
Pernicious Anemia 


M. Pinson Neal, M.D. 


CONG. OF DELEGATES 
DINNER 


ANNUAL 
BANQUET 


| 
9:30 
10:00 
SCIENTIFIC AND 
noo | | | | 
11:30 EXHIBITS 
9:00 
12:00 
2:00 
2:30 
4 2:30 Peripheral Vas. Diseases 
ae 3:00 
4:00 
4:00 
4:30 
5:00 
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prom 
thorough 


non-habituatin 


Two reasons why so many 
physicians are finding 


the more effective 


Stuart lipotropic therapy 


Lipotaine 


BETAINE 
CHOLINE 

LIVER FRACTION 

VITAMIN B12 


1. 


Contains betaine in addition to 
choline, liver and Biz. Produces 
better results. 


y 


Excellent taste and tolerance. 
Allows massive dosage when 
needed. Assures complete patient 
cooperation. 


Stuart 


Lipotain© 
a EACH TABLESPOONFUL contains: 
NE 
Betaine* ...... (3000 mg.).... 3 Gm. 
DesiccateD 210 mg 
VITAMIN B12 Liver Fraction 1N.F........... 210 mg. 
Vitamin Bi2 (USP Crystalline) .... 12 meg 


Desiccated Liver N.F........... 35 mg. 
Vitamin Bi2 (USP Crystalline).... 2 meg. 
*Active material 


THE STUART COMPANY * PASADENA 1, CALIFORNIA 
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The more complete product for control of 
OBESITY 


5 Important factors in 1 small capsule 


5 mg. Dextro-Amphetamine Sulphate 
to inhibit appetite 

% gr. Phenobarbital 

to offset nervous stimulation 


3 200 mg. Methylcellulose 
to provide needed bulk 


4. | 9 vitamins fo provide protective 
amounts of important 
5 | 8 minerals | nutrients 


Capsule disintegrates quickly allowing 
immediate action 


LOW COST TO PATIENTS 
(approximately 4¢ per capsule) 


AVAILABLE AT ALL PHARMACIES— 
BOTTLES OF 100 CAPSULES 


a 


Fifth Annual Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


SAINT LOUIS, MISSOURI 


Schedule of Events 


Friday, March 20 


Board of Directors Meeting, all day, Parlor D, Statler 
Dinner, Daniel Boone, Statler 


Saturday, March 21 


Committee on Scientific Assembly Breakfast, Room 
114, Statler 

Commission on Membership Breakfast, Parlor A, 
Statler 

Commission on Education Breakfast, Parlor D, Statler 
Board, Local Arrangements and Scientific Assembly 
Luncheon, Daniel Boone, Statler 

State Officers Conference, Ballroom, Statler 

State Officers Cocktails and Dinner, Missouri, Statler 
Constitution & By-Laws Committee, Parlor D, Statler 


Sunday, March 22 


Committee on Scientific Assembly, Room 112, Statler 
Reference Committee Chairmen Breakfast, Parlor D, 
Statler 
Credentials Committee—Congress of Delegates, 
Foyer I, Statler 
Congress of Delegates, Ballroom, Statler 
Reference Committees: 
1. Reports of Officers & Committees, Room A, 
Statler 
. Hospitals, Missouri Room, Statler 
. Education, Foyer 3, Statler 
. Constitution and By-Laws, Room B, Statler 
. Miscellaneous Business, Saint Louis Room, Statler 
. Legislation and Public Policy, Room 108 & 110, 
Statler 


Monday, March 23 


Committee on Scientific Assembly Breakfast, Room 
112, Statler 

Credentials Committee, Foyer |, Statler 

Congress of Delegates, Ballroom, Statler 

Reference Committees 

Scientific Assembly opens, Kiel Auditorium 


Tuesday, March 24 


Committee on Scientific Assembly Breakfast, Room 
112, Statler 

Past Presidents’ Breakfast, Parlor D, Statler 
Scientific Assembly, Kiel Auditorium 

Ladies’ Luncheon and Fashion Show, Gold Room, 
Jefferson 

Building Committee, Luncheon, Parlor D, Statler 
Delegates’ Dinner, Missouri Room, Statler 


Wednesday, March 25 


Committee on Scientific Assembly Breakfast, Room 
112, Statler 

Scientific Assembly, Kiel Auditorium 

Ladies’ Tour, Lv. Kiel Auditorium 

General Practice Section and Executive Committee 
Luncheon, Parlor D, Statler 

Ladies’ Tea, Art Museum 

Annual Banquet, Gold Room, Jefferson 

Dance, for AAGP members, Ivory Room, Jefferson 


Thursday, March 26 


Commission on Hospitals, Parlor A, Statler 

Scientific Assembly (closes 12:00 m.), Kiel Auditorium 
Board of Directors Luncheon, Daniel Boone, Statler 
Board of Directors Meeting, Daniel Boone, Statler 


7:00 p. m. 
8:30 a. m. 
ae. 9:00 a. m. 
P| 1:00 p. m. 
: 7:30 a. m. 
9:00 a. m. 
7:30 a. m. 
9:00 a. m. 
12:30 p. m. a.m. 
am, 
2:00 p. m. 12:00 m. 
7:00 p. m. 
8:30 p. m. 12:30 p. m. 
6:30 p. m. 
; 7:30 a. m. 
7:30 a. m. 
wed 8:30 a. m. 9:00 a. m. 
ie 12:15 p. m. 
8:30 a. m. 12:30 p. m. 
1000 2:15 p. m. 
3:30 p. 7:00 p. m. 
10:30 p. m. 
be 8:30 a. m. 
one 9:00 a. m. 
12:30 p. m. 
fy 2:00 p. m. 
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1953 Post-Assembly Meeting in Mexico City 


All Arrangements by Lee Kirkland Travel, Kansas City, 
Missouri. 

Itinerary One. Via C & S—Pan American AIR- 
ways. All-expense—$399.00 ea. 


Friday, March 27: At 11:00 a.m. depart St. Louis 
via air. After brief stop at Houston, arrive Mexico 
City 7:00 p.m. 


Saturday, March 28: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Sunday, March 29: Motor via limousine to 
Xochimilco ‘Floating Gardens.” Return to Mexico 
City to attend Bull Fights. 


Monday, March 30: Open day. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to Cholula 
and Puebla. 


Wednesday, April 1: Scientific meeting with 
Confederacion Medico de Mexico. Dinner party at 
El Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stopping at Hacienda 
Vista Hermosa. Night of 2nd at Taxco. Return to 
Mexico City the 3rd via Toluca, Native Market. 


Saturday, April 4: En route home. 


Itinerary Two. Via Special Train. All expense, 
from $369.38 ea. 


Lee Kirkland Travel 
1231 Baltimore Avenue 
Kansas City 5, Missouri 


Please reserve accommodations for my party of ( ). We 


desire Itinerary # with Extension . If rail, please state 


choice of Lower, Roomette, Bedroom, Compartment, or Drawing 


Room. 


Attached is my check in the amount of ($ ) representing 


deposit of $50.00 on each reservation, which is to be applied 


on total cost. 


Thursday, March 26: Leave St. Louis at 5:30 
P.M. 


Friday and Saturday, March 27 and 28: En route 
Mexico City, traveling through Texas and Old 
Mexico. 


Sunday, March 29: Arrive Mexico City. Motor 
via limousine to Xochimilco ‘Floating Gardens.” 
Return to Mexico City to attend Bull Fights. 


Monday, March 30: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to 
Cholula and Puebla. 


Wednesday, April 1: Scientific Meeting with 
Confederacion Medico de Mexico. Dinner at El 
Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stop at Hacienda Vista 
Hermosa. Night of 2nd at Taxco, returning to 
Mexico City via Toluca, Native Market. 


Saturday and Sunday, April 4 and 5: En route 
home. 


Monday, April 6: Arrive St. Louis—Chicago. 


All-Expense Extensions 


Extension A: 3 days to Garci Crespo, Orizaba, 
Cordoba, and Fortin. 


Extension B: 3 days in Acapulco. 


Extension C: 6 days in Guatemala City and Chichi 
castenango. 


Combination A and B: 6 days in Garci Crespo, 
Orizaba, Cordoba, Fortin, and Acapulco. 


Extension A $ 62.50 ea. 
Extension B 77.50 ea. 
Extension C 195.00 ea. 


Combination A and B 134.50 ea. 
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Missouri, Nebraska, lowa Represented 
At Commission on Education Meeting 


EDUCATION committee chairmen of the Missouri, 
Nebraska, and Iowa chapters of the Academy have 
voiced the opinion that there is no need for home 
study courses for members in their states. This con- 
sensus was brought out at a regional Commission on 
Education meeting recently in Kansas City. 

Dr. M. B. Casebolt of Kansas City, Mo., educa- 
tion chairman of the area which includes these 
state chapters and the Kansas chapter, presided at 
the meeting. Dr. Lee Rook, chairman of the Educa- 
tion Committee for Kansas, planned to attend but 
was unable to be present. The attending state chair- 
men were Dr. Jesse Rising of Missouri, Dr. Clarence 
F. Bantin of Nebraska, and Dr. Donald H. Kast of 
Towa. 

Four topics were selected to be referred by Dr. 
Casebolt to the A.A.G.P. Commission on Education 
for study and action. These four are: 

1. Should not members acting as preceptors to 
medical students receive some credit toward their 
postgraduate study requirement? At least one hour 
credit per week is recommended. 

2. Each state chapter’s board of directors should 
specifically delegate to its committee on education 
the responsibility and authority to rule upon the 
classification of postgraduate courses. There is still 
too great a time lag in obtaining a decision on 
whether a course is acceptable for formal credit or 
not. 

3. How can we stimulate more interest in organ- 
izing student general practice groups in the medical 
schools? 

4. Should not more effort be made to develop in- 
tern and resident training programs in the smaller 
general hospitals? 

All of the men gave encouraging reports from 
their states. Dr. Kast stated that the Iowa chapter 
had sufficient postgraduate programs underway to 
enable all members to acquire the 50 hours of study 
each year. One-day courses are being given in Des 
Moines, Ft. Dodge, and Cedar Rapids. One- and 
two-day courses for general practitioners are being 
held at the University of Iowa College of Medicine 
and the University of Minnesota Center for Continu- 
ation Study. 

The Iowa chapter plans to hold its own two-day 
scientific assembly in September. The chapter is 
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A pause in the meeting is enjoyed by Dr. Donald H. Kast of 
Des Moines (left to right), Dr. Jesse D. Rising of Kansas City, 
Dr. M. B. Casebolt of Kansas City, and Dr. Clarence F. Bantin 
of Omaha. 


also being organized into councilor districts to en- 
courage interest and activity at the local level, Dr. 
Kast reported. 

Dr. Bantin is a member of the University of 
Nebraska’s Committee on Postgraduate Courses. 
All postgraduate courses in Nebraska are co-ordi- 
nated through the University’s Postgraduate Com- 
mittee. 

The Nebraska medical school will explore the pos- 
sibility of developing its clinical department confer- 
ence into postgraduate programs. The school also 
plans for in-residence postgraduate programs. At 
the present, postgraduate programs are conducted 
at cities throughout the state by Nebraska Univer- 
sity Medical College, its alumni association, the 
Nebraska State Medical Society, and the Nebraska 
chapter of the A.A.G.P. 

Dr. Rising reported that the Missouri chapter 
again is conducting circuit courses at smaller cities 
throughout the state. The faculties of the Univer- 
sity of Kansas, University of Missouri, Washington 
University of St. Louis, and St. Louis University are 
co-operating with the Missouri chapter in this 
project. 

The greater Kansas City chapter has an aver- 
age attendance of 50 members at its course at the 
University of Kansas School of Medicine. 
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Administered by the 


PROFESSIONAL MEN’S INSURANCE AGENCY 
SUITE 1507 3615 OLIVE ST. 


SH. Louis 6, Mo. 


The First Check... 


IS USUALLY FROM THE AA Y P croup PLAN! 


Time after time, disabled members tell us their benefit check from the AAGP 
Group Plan was the first to arrive! 


One member, Doctor in Honolulu mailed his report at suppertime 
Thursday and got his check on his breakfast tray Monday. 


How do we do it out of Saint Louis? It is really very simple. Disabled mem- 
bers’ affairs have Class AA (GP) priority on the Administrator's time. 


Mail is received three times a day. First thing handled is a disability report. 
Together with the records, it is rushed to the Administrator's desk. He re- 
views it carefully, calculates the benefits, gets the check, and it is on it's 
way back to you the SAME DAY. 


If we need some point of information, we do not write, we TELEPHONE — 
whether you are in Saint Louis or two thousand miles away...The idea is to 
PAY IT TODAY! 


Everyone knows, do they not, that all 'claims' (we don't like the word) are 
reported to the Administrator and become his personal Number One job until 
you are back on your feet? Also, that the Insurance Company has not failed 
a single claim since the AAGP Group Plan was installed? 


Jf you want that hind of intimate, jet-propelled service... 
ENROLL TODAY AND TRY IT IN YOUR NEXT DISABILITY! 


Professional Men's Insurance Agency 
3615 Olive Street, Suite 1507, St. Louis 8, Missouri 


I am interested in learning more about the AAGP Group Plan. 


(Please describe any exceptions in good health. ) 


Address 


Zone 
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Wu being congratulated by his many friends 
following his selection by the A.M.A. as 
‘General Practitioner of the Year,” Dr. 
Travis told an officer of the A.A.G.P.: 

*T am prouder of my membership in the 
A.A.G.P. than any medical society to which I 
belong. And I think the Academy is doing 
more good for American medicine than any 
other organization.” 


AAGP Charter Member Is AMA's 
General Practitioner of the Year 


A CHARTER member of the Academy, Dr. John M. 
Travis of Jacksonville, Texas, was named General 
Practitioner of the Year by the American Medical 
Association at its sixth annual clinical session 
December 2 in Denver. 

Dr. Travis, who has served his community both 
professionally and civically for the last 45 years, re- 
ceived a gold medal and a citation of service to 
humanity from a fellow Academy member, Dr. 
Dwight H. Murray of Napa, Calif., chairman of the 
A.M.A. Board of Trustees. 

Besides delivering more than 3,000 babies and 
handling almost half a century of medical practice, 
the 75-year-old Texas family physician has founded 
a hospital which he named for his mother, served as 
town councilman, led a Chamber of Commerce 
project for control of malaria, and advised the 
Rotary Club on health projects throughout Texas. 

He is a past vice-president of the Texas chapter 
of the A.A.G.P., a member of Southern Medical and 
World Medical Associations besides his county and 
state medical societies and the A.M.A. He also has 
served in key posts of the Jacksonville Chamber of 
Commerce and Rotary Club. 

One of the doctor’s objectives has been to provide 
medical care in rural communities. He recognizes 
the necessity of family doctors keeping abreast of 
progress in medical science. He has taken post- 
graduate work and studied at Tulane University, 
New Orleans; New Orleans Polyclinic, the Poly- 
clinic of New York, Harvard Medical School, Bos- 
ton; and Washington University, St. Louis. 


Five 1954 Mead Johnson Award Winners 
To Be Announced at St. Louis Assembly 


Tuk five medical school seniors who will be awarded 
general practice residencies in 1954 through the 
Mead Johnson General Practice Scholarship Awards 
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The A.M.A.’s choice for General Practitioner of 
the Year, Dr. John M. Travis of Jacksonville, Texas, 
has served forty-five years as a family doctor. 


offered by the Academy will be announced again 
this year during the annual Scientific Assembly 
which will be held at Kiel Auditorium in St. Louis. 

At a recent meeting of the scholarship committee 
in Denver, winners and first and second alternates 
were selected from applications submitted by the 
five earlier-designated schools. The five medical 
schools to be honored were the University of Colo- 
rado, University of Tennessee, University of Ver- 
mont, University of Texas, and University of 
Pennsylvania. 

The 1953 winners who will begin general prac- 
tice residencies this year are Dr. Warren E. Swartz 
of the University of Kansas, Dr. Baldwin E. Lloyd 
of the University of Wisconsin, Dr. Raymond A. 
Schneider of the University of Rochester, Dr. 
Charles A. Hammond of the University of Washing- 
ton, and Dr. Maury C. Newton, Jr. of the Medical 
College of Virginia. 

At the Denver meeting, excellent reports were 
obtained on the first year’s winners who are now in 
residency. These are Dr. John W. Padgett, City 
County Hospital, Ft. Worth, Tex.; Dr. Carl 
Luedeke, Christ Hospital, Cincinnati, Ohio; Dr. 
John D. Chapp, Sacred Heart Hospital, Yankton, 
S. D., Dr. Thomas V. Brennan, Evangelical Deacon- 
ess Hospital, Milwaukee, Wis.; and Dr. John D. 
Erickson, Pierce County Hospital, Tacoma, Wash. 

Several innovations for the Mead Johnson Schol- 
arship Award Program were voted in by the Com- 
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and @ Vigorous improvement 


Effective potencies of all hemopoietic 
factors are supplied in Armatinic 
Capsulettes for comprehensive 
antianemia therapy. 


Vitamin PLUS Activator— 
The Intrinsic Factor 
The additive influence of the intrinsic 
factor—desiccated duodenum—has a 
marked stimulating hemopoietic 
effect. According to recent research, 
orally ingested vitamin Biz has an 
antianemia efficacy similar to that of 
injectable Biz preparations when 
activated and potentiated by 
desiccated duodenum.'4 Moreover, 

-_ folic acid has been shown to be one of 
re | (matin IC the most active vitamin 

FOR COMPREHENSIVE ANTIANEMIA THERAPY potentiators.>-? 

en Armatinic Activated may be used in 

atmatinic : either the macrocytic or microcytic 
dfrecial anemias (except in the initial treatment 

of pernicious anemia), whereas 
Armatinic Special fulfills a unique 
ARMATINIC ARMATINIC requirement for the macrocytic anemia 


FOR THE PATIENT WHO DOES NOT TOLERATE IRON 


ACTIVATED SPECIAL patient in supplying the most potent ap 
Capsulettes COMPOSITION Capsulettes activated hemopoietic factors 
200 mg. _—_‘ Ferrous Sulfate No Iron Salt a a 
without iron. 
10 meg. *Crystamin 10 meg. 
Timg. Folic Acid 1 mg. References: (1) Hall, B. E.: Brit. Med. J. 2: 585-589, 1950; (2) Bethell, : 
50 mg. Ascorbic Acid (Vitamin C) 50 mg. F. H.: Univ. Hosp. Bull., Ann Arbor 15: 49, 1949; (3) Bethell, F. H., 
350 fiver Frectien Il et al.: Ann. Int. Med. 35: 518-528, 1951; (4) Spies, T. D.: J.A.M.A. 
me "liver Fraon © 145: 66-71, 1951; (5) May, C. D.: Am. J. Dis. Child. 80: 2, 1950; 
(N. F.) with Desiccated (6) Luhley, A. L., and Wheeler, W. E.: Health Center J. (Ohio St. 
Duodenum 350 mg. Univ.) 3: 1, 1949; (7) Reisner, E. H., and Weiner, L.: Bull. New York 
*The Armour Laboratories Brand of Crystal- Acad. Med. 27: 391, 1951; (8) Griffenhagen, G. B., and De Guia, 
line Biz E. F.: J. Am. Pharm. Assn., Se. Ed. 41: 181-184, 1952; (9) Diez, Rivas, 
tThe liver is partially digested with dvodenum F., Morales, F. H., and Meyer, L. M.: Ann, Int. Med. 36: 1076, 1952. 


during manufacture. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY * CHICAGO 11, ILLINOIS 
- 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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mittee. Residents who have received the award will 
be requested to provide information on their year of 
training after it has been completed. The head- 
quarters office will be asked to attempt to obtain 
further information from the doctor after he has 
been in practice a few years. 

It was also recommended that the Academy 
should stimulate interest among hospitals to classify 
a second year of training as a general practice resi- 
dency rather than a second year of rotating 
internship. 

Dr. W. B. Hildebrand of Menasha, Wis., com- 
mittee chairman, recommended that the headquar- 
ters office arrange for an Academy member to pre- 
sent the scholarship award to the senior medical 
student winner at the end of the school year. The 
award would be presented during some school func- 
tion in front of the entire student body. 

A certificate will be presented to the resident 
upon completion of his general practice residency. 
A representative of the Academy and of the Mead 
Johnson Company and the chief of the general prac- 
tice service at the hospital should make this pres- 
entation. 

Besides Dr. Hildebrand, other committee mem- 
bers attending the meeting were Drs. Fred Hum- 
phrey of Ft. Collins, Colo., Mary Elizabeth Johnston 
of Tazewell, Va., and H. Kenneth Scatliff of Chicago. 
Drs. W. H. Anderson of Boonville, Miss., and Dave 
Dozier of Sacramento, Calif. are also members of the 
committee. 


SOSGP Has a Leading Role in Cancer 
Detection Program Underway in Ohio 


Tue Academy’s component chapter, the South- 
western Ohio Society of General Physicians, is one 
of the sponsors of a cancer detection program 
which has been inaugurated in that part of the 
country. 

Co-operating with the Hamilton County (Ohio) 
chapter of the American Cancer Society and the 
Cancer Control Council, $.0.8.G.P. members have 
arranged for practicing physicians to perform can- 
cer detection examinations in their own offices and 
to report these examinations to the Cancer Council. 

In order to participate, a doctor must have at- 
tended a recent cancer detection seminar. This is a 
requirement so that each participant becomes fa- 
miliar with the actual details of these cancer 
examinations. 

A supply of examination forms (in duplicate) is 
given each physician and these provide a record for 
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A sextet of physicians representing southeastern state chap- 
ters gathered at a recent regional meeting of the Commission 
on Education in Columbia, S. C. Seated (left to right) are 
Dr. Thomas G. Goldsmith of Greenville, S. C., Dr. Richard 
A, Mills of Ft. Lauderdale, Fla., and Dr. Mary Elizabeth 
Johnston of Tazewell, Va. Standing (left to right) are Dr. 
Homer M. Eargle of Orangeburg, S. C., Dr. Horace Whitworth 
of Greenville, and Dr. W. J. May of Winston-Salem, N. C. 


both the doctor and for the Cancer Council. Mate- 
rial for Papanicolaou smears is obtainable at the 
laboratory on Ward 3-A at Cincinnati General Hos- 
pital. Smears are sent to them for examination. 
There is no charge for this service. Doctors are also 
supplied with form letters which are given to pa- 
tients after their examinations. 

Sponsors of the cancer detection program are 
particularly anxious that follow-up cases are carried 
through. This can best be accomplished, they feel, if 
the public is educated that most early cancers are 
curable. 


Southeastern Doctors Express No 
Enthusiasm for Home Study Program 


Docrors attending the Southeastern Regional meet- 
ing of the Commission on Education recently in 
Columbia, S$. C. unanimously adopted a motion 
opposing home study courses which are currently 
being investigated by the members of the Com- 
mission on Education. 

Regional Advisor, Dr. Richard A. Mills of Ft. 
Lauderdale, Fla., presided at the session which was 
attended by Dr. Tom Goldsmith, chairman of the 
South Carolina chapter’s Committee on Education ; 
Dr. Harry Eargle, member of the South Carolina 
Education Committee; Dr. Horace Whitworth, sec- 
retary of the South Carolina chapter; Dr. Mary E. 
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76.6% of patients 
preferred 
® 


URAX CREAM... 


for 


relief 
of 


pruritus 


In a recent study! of 200 cases of itching dermatoses, 76.6% 
of all patients who had had previous experience with 
other antipruritics expressed a preference for Eurax Cream. 


In this study, as in previous reports*>, Eurax Cream produced 


complete relief of itching in approximately 65 per cent 
of cases, and partial relief in most of the remainder. 


Other favorable features of EuRAx Cream that were 
again confirmed include: 


V Prolonged effect lasting up to 8 hours or more. 
V No loss of effect on continued use. 


Vv Virtually complete lack of sensitizing or toxic properties. 


EURAX... not an antihistaminic or a -caine derivative . . . is indicated 
for prompt, prolonged relief of itch in practically all forms 


of dermatosis including pruritus due to administration 
of antibiotics. 


Eurax Cream* (brand of crotamiton cream) contains 10% 
N-ethyl-o-crotonotoluide in a vanishing-cream base. 
Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. at your local pharmacy. 


Bibliography 1. Hitch, J. M.: North Carolina M. J. 12:548, 1951. 

2. Peck, S. M., and Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
3. Couperus, M.: J. Invest. Dermat. 13:35, 1949. 
4. Soifer, A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. 
5. Johnson, S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 
*U.S. Pat. #£2,505,681. 


Samples and Reprints on Request 


| GEIGY PHARMACEUTICALS ES 
Division of Geigy Co., Inc. 

220 Church St., New York 13, N. Y. 
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Johnston, chairman of the Virginia Committee on 
Education; and Dr. W. J. May, chairman of the 
North Carolina Committee on Education. 

In regard to home study courses, Dr. Goldsmith 
expressed the opinion that general practitioners 
would miss out on communication with fellow doc- 
tors and the exchange of ideas. He also felt that any 
doctor who cannot spare the time or put forth the 
effort to get away for postgraduate courses might 
just as well drop out of the Academy. 

The states represented all reported to have sufh- 
cient postgraduate study opportunities to allow all 
Academy members to keep up with their post- 
graduate credit. 

The doctors reported that southern medical 
schools are taking steps to give general practice a 
more prominent place in their curriculum. 


University of Puerto Rico Requests AAGP 
Credit Approval of Postgraduate Courses 


AN APPLICATION requesting approval of formal credit 
for postgraduate courses at the University of Puerto 
Rico for members of the Academy has been re- 
ceived at A.A.G.P. headquarters office, Executive 
Secretary Mac F. Cahal announces. 

This request is interpreted as a step toward stim- 
ulating Puerto Rican physicians interested in post- 
graduate courses at the University and even inspir- 
ing the organization of an Academy chapter in 
Puerto Rico. 

Dr. Lyndon E. Lee, Jr., who is co-ordinator of 
Cancer Teaching at the University, expressed the 
hope that approved postgraduate courses at the 
University of Puerto Rico might be an incentive for 
Academy members from this country to go to San 
Juan to combine a period of accredited instruction 
with a vacation in Puerto Rico. 

He went on to promise: “If any substantial num- 
ber of your men wished to follow up the latter no- 
tion, we would be happy to consider arranging a 
special time for their benefit.” 

The courses to be approved are on Cancer, 
Cytology, and Cytologic Techniques in Office 
Gynecology. 


ACS Relinquishes Hospital Supervision 
To Joint Commission at Chicago Ceremony 


CEREMONIES marking the end of a 35-year period in 
which the American College of Surgeons held sole 
responsibility for setting standards for the nation’s 
hospitals were held December 6 in Chicago when 
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Planning To Attend? 


AcapeMY chapter meetings and postgradu- 
ate courses, as well as other medical meet- 
ings in which general practitioners will 
have an interest, will appear here monthly. 


Feb. 11. Medical Research Institute, postgraduate 
course (each Wednesday for 12 weeks), 
Michael Reese Hospital, Chicago. 

Feb. 14-15. Los Angeles Obstetrical Gynecological 
Seciety, second annual obstetric and gyne- 
cologic forum, Elks Club, Los Angeles. 

Feb. 16. University of Oklahoma School of Medicine, 
program on cardio-pulmonary disease, Medi- 
cal School Building, Oklahoma City. 

Feb. 16-17. Oklahoma chapter, annual meeting, Bilt- 
more Hotel, Oklahoma City. 

Feb. 16-20. Colorado State Medical Society, Midwin- 
ter clinics, Shirley Savoy Hotel, Denver. 

Feb. 17. University of Pittsburgh School of Medicine, 
one-hour lecture on prevention of metallic 
poisoning, Magee Hospital, Pittsburgh. 

Feb. 18. Massachusetts Medical Society et al, pro- 
gram on treatment of back pain, Boston. 

Feb. 19. Greater Kansas City chapter and University 
of Kansas School of Medicine, postgraduate 
course, K.U. Medical Center, Kansas City, Kas. 

Feb. 23. University of Oklahoma School of Medicine, 
program on headache, Medical School Build- 
ing, Oklahoma City. 

Feb. 24. University of Pittsburgh School of Medicine, 
lecture on treatment of metallic poisoning, 
Magee Hospital, Pittsburgh. 

Feb. 24. Stamford (Connecticut) chapter, postgraduate 
course, Stamford Hospital. 

Feb. 25. Massachusetts Medical Society etal, course 
on obstetrics, Boston. 

Feb. 25-28. University of Michigan Medical School, 
gynecologic course, Ann Arbor. 

March 2-5. New Orleans Graduate Medical Assembly, 
16th annual meeting, New Orleans. 

March 2-6. University of California School of Medi- 
cine, general course in medicine, San Francis- 
co. 

March 3. Eastern Colorado Medical Society et al, 
postgraduate course, Flagler Hospital, Flagler, 
Colo. 

March 3. Stamford (Connecticut) chapter, postgrad- 
vate course, Stamford Hospital. 

March 8-13. Alumni Association of the College of 
Medical Evangelists, 17th alumni postgraduate 
convention, Los Angeles. 

March 23-26. A.A.G.P., Fifth Annual Scientific As- 
sembly, Kiel Auditorium, St. Lovis, Mo. 
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For prompt and more effective relief of belching, 
bloating, flatulence, nausea, indigestion and constipation, 
prescribe Decholin/Belladonna for 


reliable spasmolysis 


* inhibits smooth-muscle spasm 
* suppresses incoordinate peristalsis 
* facilitates biliary and pancreatic drainage 


improved liver function 


* increases bile flow and fluidity through hydrocholeresis 
* enhances blood supply to liver 
* provides mild, natural laxation — without catharsis 


DECHOLIN’ with BELLADONNA 


Dosage: One or, if necessary, two 
Decholin/Belladonna Tablets three times daily. 


Composition: Each tablet of Decholin/Belladonna 
contains Decholin (dehydrocholic acid, AMES) 3% gr., 
and ext. of belladonna, 1/6 gr. (equivalent to 

tincture of belladonna, 7 minims). Bottles of 100. 


AMES /\ ELK 


Ames Company of Canada, Ltd., Toronto 
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the plan was transferred to the Joint Commission on 
Accreditation of Hospitals. 

Principal speaker at the program was Senator 
Lister B. Hill of Alabama, co-sponsor of the Hill- 
Burton Act which has been instrumental in con- 
structing more than 1,000 hospitals in this country. 

The commission now responsible for the new 
hospital standard-setting program is made up of 
representatives from the American College of Physi- 
cians, American College of Surgeons, American 
Hospital Association, American Medical Associa- 
tion, and the Canadian Medical Association. Dr. 
Gunnar Gundersen, is the first chairman of the 
Commission. Headquarters for the new Joint Com- 
mission on Accreditation of Hospitals is at 660 
North Rush Street, Chicago 11, Ill. 


Doctors’ Parking Problems Solved 
By Component Chapter in Illinois 


physicians have 
had the problem of emer- 
gency parking privileges 
settled for them by the 
South Side (Illinois) Re- 
gional chapter of the 
A.A.G.P. 

Their solution is a 
white plastic card (44%4x 
5% inches) with the letters M.D., a cross, and the 
phrase, ‘Emergency Call,” printed in blue. This 
insignia is to be placed on the right hand sun visor 
by means of two metal clips and pulled down so as 
to be visible through the windshield when on emer- 
gency calls. 

This plan is officially authorized in Chicago 
where all traffic detail have received letters of in- 
struction to honor this insignia. 

Car parking privileges have long been a source of 
irritation for both the physician and the police de- 
partment in every city. Police officials have pointed 
out that the use of ordinary red or green crosses and 
M.D. insignia attached either to the license plate 
or to the bumper are of no value because the police 
have no way of knowing whether the car bearing 
that insignia is breaking the parking rules because 
of a medical necessity or whether it is just a parking 
miscue. Oftentimes some member of the doctor’s 
family is driving the car and has no claim to special 
privileges, traffic officials maintain. 

The regional chapter invited the chief of Chicago’s 
traffic division to a meeting to discuss the problem. 
The emergency call insignia was settled upon as a 


GP February, 1953 


Chairman of the Local Arrangements Committee for the 
A.A.G.P.’s Fifth Annual Scientific Assembly, is Dr. Charles 
E. Martin. Dr. Martin, a spark plug in his local chapter, is 
the new president of the St. Louis group. At the 1950 Assembly 
in St. Louis he served as chairman of the Banquet Committee. 


solution. Officers of the chapter then brought the 
insignia to the attention of the Illinois chapter and 
offered its use to all members throughout the state. 

The state chapter’s executive committee agreed 
that the plan is a good one and authorized the Illi- 
nois chapter headquarters to issue such insignia. 
The committee urges members in other component 
chapters in the state to contact their local chief of 
police and have the insignia duly authorized. 

Illinois members may obtain the insignia by mail- 
ing their request and $1.25 to the Illinois chapter 
office in Chicago. The insignia will be supplied at 
$1 per copy if regional officers will send a list of ten 
or more names and then distribute them to the 
individuals. 


Medical News in Small Doses: 


Dr. Cuartes E. McArtruur of Olympia, Wash., is 
one of the 23 physicians chosen by the A.M.A. to 
select scientific exhibits for the association’s 102nd 
annual meeting June 1-5 in New York City....A 
trophy two feet high was presented to Dr. J. S. 
DeTar of Milan, Mich., in a recent farewell cere- 
mony in which the Academy’s Speaker of the Con- 
gress of Delegates resigned from his volunteer job as 
team physician for Milan High School athletes. . . . 
Newspapers all over the country have been mention- 
ing the ‘Alarm Clock Pill” which was displayed at 
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THE PRACTICABLE SOLUTION OF 


@ 


A patient on Obedrin Tablets can maintain a 
restricted diet, in comfort and lose excess weight 
fairly rapidly, without undesirable side effects. 


Each Obedrin Tablet contains: 
SEMOXYDRINE HYDROCHLORIDE, 5 mg. 
(Methamphetamine Hydrochloride) 
Suppresses appetite, elevates mood. 


THIAMINE HYDROCHLORIDE, 0.5 mg.; 
RIBOFLAVIN, 1 mg.; NIACIN, 5 mg. 
Dose of these essential vitamins is adequate 
to supplement the 60-10-70 Diet, yet low enough 
to prevent stimulation of appetite. 


ASCORBIC ACID, 100 mg. 
A large dose, to help mobilize tissue fluids, so 
often a problem in obese patients. 


PENTOBARBITAL, 20 mg. 
To avoid excitation and insom- 
nia; counteracts undesirable 
cerebral stimulation of metham- 
hetamine. Does not diminish 
€ anorexigenic action of 
methamphetamine. 


A cemplimentary pad of 60-10-70 
Basic Diet Sheets and a trial 
supply of Obedrin sent to phy- 
Sicians on request. 


AND THE 
60-10-70 BASIC DIET 


BRISTOL, TENNESSEE 
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the California chapter’s recent annual meeting in 
Los Angeles. The new sleeping pill, now on the 
market, knocks you out, keeps you out for eight 
hours, and then wakes you up. The pill has three 
layers of different drugs—nembutal, butabarbital 
sodium, and dexedrine. . . . Academy member, Dr. 
E. G. Allen of Patterson, Calif., was honored at a 
community-wide celebration recently for his many 
years of service. A parade of “Dr. Allen’s babies,” 
some of the more than 2,000 he has delivered in 29 
years of practice, opened the celebration. . . . The 
exhibit, Rural General Practice Without a Hospi- 
tal, was taken by Dr. D. G. Miller, Jr. of Morgan- 
town, Ky., to the Southern Medical Association 
meeting in Miami, Fla., where it received an award. 
Eight hundred thirteen persons visited the booth. 
A recent issue of Saturday Evening Post honored Dr. 
Miller in a special feature story. . . . One of the 


Academy representatives on the Joint Committee 
on Industrial Health, Dr. Charles F. Shook of 
Toledo, attended the 17th annual meeting of the 
Industrial Hygiene Foundation in Pittsburgh, Pa., 
and reported upon the joint committee’s program. 
... Dr. E. Sinks McLarty of Galveston, Tex. par- 
ticipated in the program, “Building Understanding 
with Future M.D.’s,” held during the Fifth Annual 
Medical Public Relations Conference in Denver. 
... A prepared statement outlining the American 
Legion’s position that the present law covering VA 
care is “basically sound” was read by Academy 
member Dr. Norman R. Booher of Indianapolis at 
the A.M.A.’s sixth annual clinical session in Denver. 
. . . At the Denver meeting, American Medical 
Association president, Dr. Louis H. Bauer of 
Hempstead, N. Y., said too many American doctors 
are specialists. 


EMULSION 
with Brewers Yeast 


TABLETS and GRANULES 

. sodium carboxymethylcellulose 
containing debittered brewer's 
dried yeast fortified with Vitamin 


_Break your 
habits 


B-1 irritants 


Zymenol Safe, Easy Laxation 


4 for Your Patients... from 


Non-habit forming 
Vitamin-B Complex from 
healthful brewers yeast 
Mild, gentle... yet effective 
or flushing agents 
‘laxative 


EFFECTIVE 
BOWEL 
MANAGEMENT 


CLIP AND MAIL THIS COUPON 


CITY 


F OTIS E. GLIDDEN & CO., INC. PLEASE ( Zymenol EMULSION 

: WAUKESHA 20, WISCONSIN SEND () Zymelose TABLETS 

SAMPLES Zymelose GRANULES 
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you couldn’? prescribe it— 


‘ 


so we had to make it 


Doctors have always wanted a formula for 
infant feeding that would be as close to human milk 
as nutritional science could provide. 


The problem was immense; the requirements were rigid; 
the need was great. Borden took up the challenge, 

and after years of research and many trials 

and clinical tests the goal was accomplished. BREMIL 
was made available to the profession. 


BREMIL is the first and, to date, the only infant food 


to achieve all of these prescription requirements: 


.- conforms to the fatty acid pattern of human milk 
ms to the amino acid pattern of human milk 


.. has a caleium-phosphorus ratio (guaranteed minimum 11:1) 
adjusted to the pattern of human milk to prevent tetany 


. supplies the same carbohydrate as human milk — lactose 
. is vitamin-adjusted for standards of infant nutrition 
... offers a human milk size particle curd 
.-. is well-tolerated, digested, assimilated 


COSTS NO MORE PER DAY THAN ORDINARY FORMULAS 
REQUIRING VITAMIN ADJUSTMENT 


\ 
dered infant food 


=>) Company + 350 Madison Avenue + New York 17 
Prescription Products Division 
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BUILDING FUND GOES 


$75,000 Cash Total Reached Before 1952 Ends 


Durinc the final business hour of the Old Year, 
the cash balance of the Building Fund passed the 
$75,000 mark set by the Board of Directors as the 
“trigger point” at which actual construction could 
be authorized. A month ago, in this column, the 
most optimistic hope we dared express was that we 
might reach our goal by mid-January. But day by 
day, throughout the month of December, a steady 
flow of checks kept filling in the gap. 

Missouri and Ohio shared the honor of the final 
push past the $75,000 mark—the individuals di- 
rectly responsible being Dr. M. B. Casebolt, Kansas 
City; Dr. George H. Lemon, Toledo, Ohio; and 
Dr. Earl D. McCallister, Columbus, Ohio. In all 
fairness, however, we cannot limit the credit to 
these two states—any more than you could give the 
prize exclusively to the fourth man on a relay team. 
A list of the state chapters who have helped to carry 
the fund this far would be almost the whole roster 
of the Academy. California and Texas, for example, 
have repeatedly lead in monthly reports. Even the 
success of the year-end drive must be shared with 
New Jersey, where Dr. A. H. Horland’s committee 
produced nearly $1,000 during the month. 

Immediately following receipt of the almost 
simultaneous communications from Ohio and Mis- 
souri, executive secretary Mac F. Cahal sent the 
following telegram to Dr. John R. Fowler, chairman 
of the national Building Fund Committee: 


DEAR DR. FOWLER: 
HAPPY NEW YEAR AND CONGRATULATIONS! SPEAK- 
ING FOR OUR LOYAL STAFF HERE AND ALL OFFICERS OF 
THE ACADEMY, I AM DELIGHTED TO ADVISE THAT OUR 
$75,000 GOAL WAS REACHED AS 1952 ENDED. ALL OF 
US RECOGNIZE THAT THIS BREATH-TAKING ACCOMPLISH- 
MENT IS TO THE EVERLASTING CREDIT OF JOHN 
RICHARD FOWLER—HIS VISION, TENACITY, AND IN- 
SPIRING LEADERSHIP. 


With typical modesty, Dr. Fowler belittles his 
own service in behalf of this important Academy 
project. Certainly the successful completion of the 
first leg of this building campaign reflects the 
earnest, unremitting efforts of the other members of 


*“*OVER THE 


his Committee—as well as the sixty-six members of 
forty-two State Building Fund Committees. But 
everyone connected with the program recognizes 
that its mainspring has been the inspiring vision 
and steady determination of John Fowler. 

Mr. Cahal has announced that, as soon as some 
refinements of the floor plans are completed, the 
architectural firm of Andrews and Hutchins will 
proceed with the preparation of working plans 
and specifications. 

In acknowledging the achievement of the year- 
end goal, Dr. Fowler stressed that this is only the 
first step in the program, and that even after the 
Headquarters Building has been completed, dedi- 
cated, and occupied, the major portion of its cost 
must still be met. He reminded the state committees 
that they should resist the impulse to rest on their 
admittedly well-earned laurels—and urged all 
Academy members to continue their generous sup- 
port of the Building Fund until the last dollar of 
indebtedness has been cleared! 


Decem- Decem- 

Stote ber Total Stote ber Total 
contri- contri- contri- contri- 
butions butions butions butions 

Alabama _ 725 | New Hampshire. . = 463 
Arizona... . _ 200 New Jersey .. . 995 1,760 
Arkansas. . . . 200 | New Mexico. . . 200 
California 330 5,206 | NewYork .... 25 3,244 
Colorado a 2,005 North Carolina . . 325 2,165 


Wisconsin . . 10 2,205 
Minnesota . 345 1,730 Mewoll ..... 15 
Mississippi _- 525 Puerto Rico _ 10 
Missourl 335 5,290 | Commercial 
Montana... . Organizations. 50 8,525 
Nebraska ... 260 | AAGP.. — 20,000 
Nevada. 130 | TOTALS. .... 4,415 91,535 


Connecticut . .. 100 757 | NorthDakota .. — 75 
Delaware . . . . 55 305 | Ohio . 1,255 4,105 
District of Oklahoma... — 710 
Columbia .. . 160 547 | Oregon... — 205 
Florida 930 | Pennsylvania . . 25 1,953 
: Georgia .... — 1,000 | Rhodelsiond. .. — 60 
Idaho. 310 South Carolina . . 1,935 
Winois. . 2,080 South Dakota . . 140 
Indiana . .... j%— 1,330 | Tannessee .... — 1,200 
lowa 5 8,029 
Konsos . 20 736 Ugh 100 505 
Kentucky .... 100 465 | Vermont. .... — 165 
lovisiona. . . . 1,820 Virginia... 460 
210 | Washington .. . 10 410 
Maryland .... 50 429 West Virginia. . . as 435 
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INDICATIONS 


infected wounds resulting 


from trauma or surgery 


infected burns 


infected skin grafts 


 POLYMYXIN B—BACITRACIN OINTMENT — 


abscesses and ulcers in 
any accessible location 


furuncles 


pyoderma 


ecthyma 


folliculitis 


infectious eczematoid 
dermatitis 


impetigo 


external ear infections 


eye infections such as: 


71M 


conjunctivitis 
blepharoconjunctivitis 
scleritis 
keratitis 


dacryocystitis, etc. 


SECONDARY 


INFECTIONS 


superimposed on 
any dermatological 
condition 


Each gram of 


contains: AVAILABLE IN 
*AEROSPORIN brand Polymyxin B Sulfate 10,000 Units 
with applicator tip 
BACITRACIN 500 Units 


tubes of '/, oz. 
with ophthalmic tip 


BURROUGHS WELLCOME & CO. (U.S. A.) INC. 
2 Tuckahoe 7, N.Y. 


complete information 
will be sent on request 
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COUNCIL OW 
PHARMACY 
CHEMISTRY 


* atom 


Stearns, N. S., and Ellis, L. B.: Acute Effects 
of Intravenous Administration of a Prepara- 
tion of Veratrum Viride in Patients with 
Severe Forms of Hypertensive Disease, New 
England J. Med. 246:397 (Mar. 13) -1952. 
Kauntze, R., and Trounce, J.: Treatment of 
Arterial Hypertension with Veriloid (Vera- 
trum Viride), Lancet 2:1002 (Dec. 1) 1951. 
Wilkins, R. W.: Recent Experiences with 
Pharmacologic Treatment of Hypertension, in 
Bell, E. T.: Hypertension, A Symposium, 
Minneapolis, Univ. Minn. Press, 1951, p. 492. 
Kauntze, R.: Medical Treatment of Hyperten- 


sion, Proc. Royal Soc. Med. 45:276 (May) 1952. 


Veriloid 


Brand of Alkavervir 


For Rapid Response in 


Hypertensive States Accompanying 
Cerebral Vascular Disease 


Malignant Hypertension 
Hypertensive Crisis (Encephalopathy) 
Toxemias of Pregnancy 
Pre-eclampsia 

Eclampsia 


In SEVERE hypertensive states in which 
prompt relief of distressing symptoms is im- 
perative or in which continued elevation of 
arterial tension may become life-threatening, 
the parenteral solutions of Veriloid offer a 
valuable means toward these therapeutic ob- 
jectives. They are contraindicated only in 
pheochromocytoma, aortic coarctation, digi- 
talis intoxication, and high intracranial pres- © 
sure not secondary to hypertension. 


Since the parenteral solutions of Veriloid are po- 
tent hypotensive agents, physicians should famili- 
arize themselves thoroughly with their actions and 
details of dosages and administration, as presented 
in the leaflet packed with each ampul. 


Original Research Products of 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


ns of |. 
a, 
ZY 
Z, 
| 
SOLUTION 
INTRAMUSCULAR 
Injected deep the muscle, . 
ee single dose attains its maximum 
hypotensive response in 60 to 90 
ae minutes. BY repeated injection 
a: every 3 © 6 hours, the plood 
pressure be kept depressed 
oe for hours OF days if necessary- 
SOLUTION | 
INTRAVENOUS VERILOID 
: Given in proper dilution slowly 
by vein, Solution Intravenous 
- Veriloid usually reduces both the 
systolic: and diastolic plood pres 
sures in matter of minutes — 
Ore. ; entirely within the control of the 
physician. This valuable emert- 
a gency drug frequently proves to 
be 4 life-saving measure. 


ae MONTHS AVERAGE BLOOD 
PRESSURE UNDER MILD SEDATI 


BLOOD PRESSURE (mm. Hg) 


WEEKS OF TREATMENT 
DAILY DOSE OF VERILOID, 9 mg. 


The therapeutic effect of Veriloid shown above was reported by Veriloid is available in three do- 
: . sage forms: Veriloid (plain) in 1, 
Kauntze and Trounce in Lancet, December 1, 1951. As with all 
other hypotensive drugs, not every patient will respond equally 9 to 15 mg. daily.*#* Veriloid with 
‘ Phenobarbital (Veriloid-VP), each 
well. But tiga supervision, careful adjustment of dosage 
and modus vivendi, and the safety factor inherent in the side actions mg. and phenobarbital 15 mg. ##* 
f Veriloid wil — : Veriloid-VPM, each scored tablet 
eriloid will similar results in a goodly percentage of 
patients, a percentage high enough to merit the use of Veriloid in barbital 15 mg., and mannitol hex- 
ver fh r . : : anitrate 10 mg. Initial recom- 
every of hypertension, for a period long enough to determine 
the patient’s response. 1 to 14 tablets t.i.d. or q.i.d. 


RIKER LABORATORIES, INC., 8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 
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NEWS FROM THE STATE CHAPTERS 


Tue second scientific assembly of the Kentucky 
chapter, which will be held April 22-23, has been 
changed to the Brown Hotel in Louisville. 

The 1953 officers of the St. Louis (Missouri) 
chapter—Dr. Charles E. Martin, president; Dr. 
Delevan Calkins, president- 
elect; Dr. Preston C. Hall, 
vice-president, Dr. Saul Dwor- 
kin, secretary, and Dr. John 
R. Briscoe, treasurer—were 
honored at a dinner-dance 
December 13 at Norwood Hills 
Country Club, Dr. R. C. 
McElvain, one of the original 
board members of the chap- 
ter, was toastmaster. Drs. 
Bernard T. Koon, A. &. Plag, and Herbert J. Rudi 
are new board members. 

The average attendance at the general practice 
postgraduate courses being sponsored by the Great- 
er Kansas City (Kansas and Missouri) chapter and 
the University of Kansas School of Medicine for 
1952-53 has been 50 members. The next session is 
February 19 (morning and evening sessions totaling 
5 hours). Ophthalmology, heart function tests, and 
psychoneuroses will be covered. 

linois announces that two more component 
chapters have been organized—the Decatur Region- 
al and the South Central Regional. New officers of 
the Decatur group are Dr. Carl Birk, president; 
Dr. Arthur Goodyear, vice-president; and Dr. Carl 
Sandberg, secretary-treasurer. Twenty members 
signed the charter. 

Dr. J. R. Burnett heads the South Central Re- 
gional chapter. Dr. Marjorie Ikemire is vice-presi- 
dent and Dr. H. F. Webb is secretary-treasurer. 

Illinois’ first state chapter scholarship fund has 
been set up through a grant from Dr. Pliny R. 
Blodgett in memory of his son who was killed in the 
European theatre of operations during World War 
II. The grant, to be known as the First Lieutenant 
Pliny R. Blodgett, Jr. Memorial Scholarship Fund, 
will provide money for five scholarships a year to 
members of the Illinois chapter for postgraduate 
courses. There shall be no discrimination as to race, 
creed, color, or medical school from which the ap- 
plicant was graduated. If qualifications are equal, 
preference will be given to veterans if they were not 
educated at government expense. The recipient is 


Dr. Calkins. 
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expected to repay (when able) the amount of the 
award, thus making the fund perpetual. 

At the Illinois chapter’s fifth annual scientific 
meeting recently in Peoria there was a total attend- 
ance of 522 persons. New officers were elected at 
this meeting. Dr. Pliny R. Blodgett of Chicago 
Heights is the new president-elect, Dr. W. H. 
Walton of Belleville is president (see cut below), 
and Dr. J. Harry Bendes of Rockford, Ill. is vice- 
president. Dr. A. I. Doktorsky was re-elected 
speaker of the chapter’s congress of delegates. 

The third annual scientific assembly of the Vir- 
ginia chapter will be held May 6-8 in Richmond. 

Dr. Merrill Shaw of Seattle, Wash., was a guest 
speaker at a meeting of the Idaho chapter December 
12 in Idaho Falls. 

The Stamford (Connecticut) chapter of the 
Academy is sponsoring a course in clinical hema- 
tology at the Stamford Hospital. A meeting will be 
held from 8 to 10 p.m. on each Tuesday—February 
3, 24; March 3, 24, 31; April 7, 28; and May 26. 
There were two January sessions. There is a $40 
fee, but no charge is made to interns, residents, or 
physicians who have been engaged in practice for 
less than one year. 

A charter was presented recently to the Luzerne 
County (Pennsylvania) component chapter. Dr. 
Walter W. Kistler of Wilkes-Barre is president, and 
Dr. Otto J. Libener of Hazleton is  secretary- 
treasurer. 

At the University of Pennsylvania the General 


Three Presidents Pose. Left to right are Dr. Pliny R. Blodgett, 
president-elect; Dr. Carleton R. Smith, immediate past presi- 
dent; and Dr. W. H. Walton, president of the Illinois chapter. 
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a new concept 
in nasal therapy 


BIOMYDR 


antibacterial 
antiallergic 
decongestant 


Nepera Chemical Company, Inc. is proud to present 
to the medical profession a single preparation, incorporating all 
the substances preferred in the therapy of rhinitis and sinusitis, 
in a convenient atomizer that delivers a fine, mist spray. 
BIOMYDRIN provides more symptomatic relief for infectious 

j and allergic rhinitis because of its unique combination: 
Gramicidin . . . effective against gram-positive bacteria. 

we Neomycin . . . effective against gram-negative as well as 

gram-positive bacteria. The only antibiotic active 

against strains of both proteus and pseudomonas.! 

Thonzonium bromide . . . broad spectrum bactericide 

of low surface tension (approximately 39 dynes/cm.) 

— penetrating and mucus thinning. 

Phenylephrine hydrochloride . . . widely used, safe, decongestant. 

Thonzylamine hydrochloride . . . antihistaminic, unsurpassed 

for tolerance, present in therapeutic concentration. 


1. Abraham, E. P.: New Antibiotics, sasrare ae Aureomycin, Terramycin 
and Neomycin, J. Pharm. & Pharmacol. 3:257-276, 1951. 


BIOMYDRIN IS ONLY AVAILABLE ON PRESCRIPTION. 


We will gladly send literature to you —on request — 
describing Biomydrin and its therapeutic applications. 


Nepera Chemical Company, Inc. 


Pharmaceutical Manufacturers » Nepera Park, Yonkers 2, New York 
*Trade Mork of the Nepera Chemical Co., Inc, 
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Practice Society is in its second year. Officers now 
are Charles Johnston, president; Bob Davis, vice- 
president; John Hipps, secretary, and George 
Evans, treasurer. 

Of the 504 persons registered at the Minnesota 
chapter’s second annual fall refresher course, 468 
were physicians. Plans are underway for three new 
outstate chapters. The 1953 state chapter officers 
are Dr. Charles C. Cooper, president; Dr. Robert 
K. Grau, vice-president; and Dr. Robert Richard- 
son, secretary-treasurer. All are from St. Paul. Dr. 
James Cosgriff of Olivia is president-elect. 

Four Minnesota members—Dr. Albert E. Ritt, 
Dr. Aaron Friedell, Dr. Willis Herbert, and Dr. 
Roger Hassett—have been selected, because of the 
quality of their work and untiring efforts to further 
the Academy, the “Top Flight G.P.’s of 1952” of 
the Minnesota chapter. 

Dr. John Gainor was guest speaker at a meeting 
of the Albany County (New York) chapter recent- 
ly. He discussed “The Rheumatic Heart in 
Children.” 

Dr. Edward D. Mackler was installed as president 
of the New Bedford (Massachusetts) Regional 
chapter at a recent meeting. Other new officers are 
Dr. Manuel F. Souza, vice-president, and Dr. James 
P. Warbasse, Jr., secretary-treasurer. At this meet- 
ing Dr. George E. Farrar, Jr. of Temple University 
spoke on the uses of Hyaluronidase. Other guests 
included Dr. John R. Fowler of Spencer and Dr. 
James Simmons of Fitchburg, president of the 
Massachusetts chapter. 

Two-thirds of the world’s population is under- 
nourished because of a mounting birth-rate, Dr. A. 


Minnesota chapter’s 1952 president, Dr. James A. Blake of Hop- 
kins, passes the mace to the new president, Dr. Charles C. Cooper 
of St. Paul, at the chapter’s fall meeting. Dr. Alexander J. 
Ross (far left) and Dr. Willis E. Herbert (right), both of Min- 
neapolis, look on. 


J. Carlson, professor emeritus of the University of 
Chicago, told members of the Wisconsin chapter at 
a recent meeting in Madison. 

The Arkansas chapter had a symposium on 
**Acute Infectious Diseases” in Little Rock Decem- 
ber 11. 

At the recent annual scientific session of the 
New Jersey chapter more than 400 physicians 
attended. New officers, elected at this meeting, are 
Dr. Edwin Rosner, president; Dr. Vincent Cam- 
pana, president-elect; Dr. Samuel Deich, vice- 
president; and Dr. Arthur Trewhella, secretary- 
treasurer. The outstanding action taken was the 
support of resolutions condemning discriminatory 
practices by voluntary insurance plans against 
general practitioners in not allowing fees for surgi- 
cal assistance, and for laboratory and x-ray work. 


Gathering at Washington chapter meeting in Wenatchee. Dr. A. G. Young of Wenatchee, Wash. (left), member of the Washington 
chapter and president-elect of Washington State Medical Association, converses with Dr. R. B. Robins of Camden, Ark., president 
of the A.A.G.P. and featured speaker at the meeting, and Dr. J. E. Gahringer of Wenatchee, newly-elected president of the Wash- 
ington chapter of the Academy. In the cut at right, a key representing his year of service is presented to past president of the Wash- 
ington chapter, Dr. Carl B. Cone of Vancouver. Donor is Dr. W. E. Rownd (right), president of the chapter for 1952. 
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BACTERICIDAL . 
VA 
FUNGICIDAL... 


The NEW 0-TOS-M0-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is... 


» (GRAM-POSITIVE —- GRAM-NEGATIVE) — it KILLS 


BACTERIA, including BACILLUS PROTEUS, 

B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 
STAPHYLOCOCCUS AUREUS 

(Isolated from ear infections and found resistant 

to antibiotics in laboratory tests) 


it KILLS FUNGI — including ASPERGILLI, 
TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC NON-IRRITATING 
STABLE e CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 


FORMULA: 
A NEW, improved process, using 
Doho glycerol base, results in a 
chemical combination having 
these valuable properties. 
2.0 GRAMS 
Sulfathiazole .......... 1.6 GRAMS 
Glycerol (DOHO) Base 

16.4 GRAMS 
(Highest obtainable spec. grav.) 


Substantiating Laboratory and Clinical data in press. 


TRY NEW O-TOS-MO-SAN in your 
most stubborn cases, the results will 
prove convincing. 


CHEMICA CoRP 100 Varic 
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Ants in the Printers’ Plants . 


DANGER SIGNAL? 
Dr. Mituer took Dr. Lewis to his hospital and 
put a mast on his broken leg for several weeks. 


—Sheffield (Maine) Commercial. 


HO! SOLOMON! 
Mr. AND Mrs. Merwin Hodel of Boulder, Colo., 
welcomes a daughter, Deborah Jo, Tuesday in 
Municipal sanatorium, Boulder. The infant, 
who weighed 8 pounds and 2 ounces, is the 
daughter of Mr. and Mrs. Elmer S. Anderson, 
S. Main road, and Mrs. Elmer Hodel, 2138 
Oxford st.—Rockford (Ill.) Morning Star. 


SUBLIMATION 
ACCORDING to a report from the San Francisco 
Red Cross headquarters, hundreds of people 
were evaporated from the stricken areas.— 


Ansonia (Calif.) Chieftain. 


HOW'S THAT, NURSE? 
Jack McMaster sprained his left wrist and 
foreman on Friday while home, the school 
nurse reported. He is expected to return to 
his sledding and was confined to his school 
today or tomorrow.—Schwenksville (Pa.) Item. 


Most people die of old age 
The doctor only helps ’em 
So 


I’m goin’ fishin’ 
DR. E. L. JOHNSON 
—Creston (Iowa) News Advertiser 


SYNTRATE 


Trodemark 


controls 
the multiple 
factors 


in 
hypertensive 
heart 

disease 


to relieve pulmonary edema 
and dyspnea 


Products Born of Continuous Research 


*Trademark of The Central Pharmacal Co. 


Q 
| 
( 
equiv. to 1% gr. Theophylline U.S.P.) 
to lower blood pressure 
Phenobarbital 16.2 mg. (% gr.) 
Bottles of £00, 500, and 1000. 
to physicians on request 
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HEST CURE-RATE 


established by | every accepted laboratory 
including parasitologic cultures 


we 


Shaw, H. N.; Henriksen, E.; Kessel, J. F., and 

Thompson, C. F.: Clinical and Laboratory Evalu- 
ation of “‘Vagisol” in the Treatment of Trichomonas 
Vaginalis Vaginitis, Western J. of Surg., Obst. & 
Gynec. 60:11 (Nov.) 1952. 


a 


:. this searching study* 100 patients—in 
whom trichomonad infestation had been def- 


initely established—were treated solely with 
Vagisol Suppositabs (tablet-shaped vaginal 


suppositories), one suppositab to be inserted 
high into the vaginal vault twice daily. 

72 of these 100 patients were cured in 18 
days; 22 in 36 days, 4 in 54 days. Final pro- 
nouncement of cure was based on repeated 
negative cultures. 

All of the 98 patients were symptom-free 
after 2.15 mean patient days on Vagisol, but 
treatment was continued until cultures were 
repeatedly negative. 

Negative wet smears were not accepted as 
proofs of cure, since culture frequently proved 
positive when the wet mount had appeared 
negative. Thus the hazard of mistaking a 
temporary remission for a real cure was defi- 
nitely prevented. 

This remarkable therapeutic superiority of 
Vagisol—rapid symptomatic relief and bac- 


terio  detionstrable cure in a reason- 
ably’Short time i 98% of patients treated— 
is due to the powerful antibacterial and anti- 
parasitic actions of phenylmercuri¢ acetate 
and tyrothricin, the digestive action of pa- 
pain, the surface activity of sodium lauryl 
sulfate, and lactose and suteinic acid-induced 
lowering of the vaginal pH with resultant re- 
growth of the Doederlein bacillus. 
Each Vagisol Suppositab, odorless, non- 
staining, and nonirritating, contains: 
Phenyimercuric Acetate......... 3.0 mg. 
mg. 
Succinic mg. 
Sodium Lauryl Sulfate.......... 3.0 mg. 
25.0 mg. 
Supplied in bottles of 36. 
For optimal results it is suggested that 
Vagisol therapy be prescribed for 36 days, 
with weekly or biweekly check-ups. 


Vagisol Suppositabs are available through all pharmacies. Physicians are 
invited to write for literature and clinical test somples; please address 
Smith-Dorsey, Lincoin, Nebraska, a Division of The Wander Company. 
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BEFORE 


Prescribe 


When visions of better health and a new figure give way to the lure 
of forbidden foods, it’s time to consider Desoxyn Hydrochloride. 
Desoxyn gives new life to the diet by curbing the appetite and uplifting 
the patient’s morale. Weight for weight, DEsoxyn is more potent than 
other sympathomimetic amines so that smaller doses can produce 

the desired anorexia with a minimum of side-effects. One 2.5-mg. or 
5-mg. tablet before breakfast and another about an hour before lunch 
are usually sufficient. In addition, Desoxyn has a faster action, longer 


effect. Try it—in obesity, in convalescence or prolonged ABGott 


illness—in all conditions indicating a central stimulant. 


Desox yn 


(METHAMPHETAMINE HYDROCHLORIDE, ABBOTT) 
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No “Belladonna 


CTIONAL G.I. SPASM 


More and more published clinical studies continue 
to prove that BENTYL provides effective relief from 
pain, cramps, and general discomfort due to func- 
tional G.I. spasm... . without “belladonna backfire.” 


SAFE, DOUBLE-SPASMOLYSIS 


Prescription for 125 yeors 
Now York © CINCINNATI St. Thomes, Ont. 


Trade-mark “Bentyl’’ Hydrochloride 


Each capsule or teaspoonful syrup contains: 


DOSAGE: 

Adults—2 capsules or 2 teaspoonfuls syrup 3 times daily, 
before or after meals. If necessary repeat dose at bedtime. 
In Infant Colic—% to 1 teaspoonful syrup 3 times daily 
before feeding. 


m 
& with this prompt, positive relief of /U Nn 
— Another oredr of comarch by 
ks WITH PHENOBARBITAL . .15 mg. 


THOMAS MART 


LIN 


Isn’t this too often the missing fourth 
m peptic ulcer therapy? 


KOLANTYL INCLUDES THE IMPORTANT 4th FACTOR 


1. A SUPERIOR ANTACID COMBINATION (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) . 
2. A SUPERIOR DEMULCENT (methylcellulose, a synthetic mucin) . 


3. A SUPERIOR ANTIsPAsMODIC (BENTYL Hydrochloride) which provides direct 
smooth muscle and parasympathetic depressant qualities without “belladonna 
backfire.” 


4. INACTIVATION OF LYSOZYME—Laboratory research and clinical studies!.? indicate 
that lysozyme plays an important role as one of the etiologic agents of peptic ulcer. 
By inhibiting or inactivating lysozyme with sodium lauryl sulfate, KOLANTYL 
includes the important 4th factor toward more complete control of peptic ulcer. 


KOLANTYL 


DOSAGE: 2 Kolantyl tablets or 2 to 4 teaspoonfuls of 
Kolantyl Gel every 3 hours as needed for relief. 


1. Hufford, A. R., Rev. of Gastroenterology, 18:588, 1951 
2. Miller, B. N., J. So. Carolina M. A., 48:1, 1952 


TRADE-MARKS “‘KOLANTYL,” “BENTYL” 
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Because hearing about it, or reading about it, lacks the 

R d impact of seeing it, motion pictures play an increasingly 

: ecor it important role in teaching. Furthermore, a motion-pic- 

: : ture camera can capture a surgical technic completely 

with motion ...record every detail accurately—objectively—for 
in black and white or color showing days, weeks, years later. 


Assistant preparing bone chips. 


From the ‘Bone Bank"’ film, prepared by the Hospital for Special Surgery. 


Record it... with the 
Cine-Kodak Special IT Camera 


ACTUALLY the world’s most versatile 16mm. motion-picture 

camera, it is the first choice of medical men everywhere. AS | 

Improved two-lens turret accepts any combination of Kodak sf Complete line of Kodak Photo- 

Cine Lenses. Through-the-lens focusing and sighting for 

exact field coverage. Special controls for special effects. List i eras and projectors—still- and 

price includes Federal Tax and is subject to change without 

notice-—$956.20, equipped with //1.9 ‘‘Ektar”’ lens. \ ing infrared); papers; process- 

Md 4 : 1 f 1 

For further information, see your photographic dealer or 


equipment and microfilm. 
write for booklet C1-35. 


EASTMAN KODAK COMPANY >... 
Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography “TK® 


TRADE-MARK 


oe Patient with idiopathic scoliosis. Surgeon beginning the operation. Spine prepared for fusion. 
Placing bone chips along spine. Appeorance before closure. 
dak 


without 


SOPORIFIC EFFECT 


In rheumatic disorders, skeletal muscle spasm, 
nevromuscular hyperirritability 


Tolyspaz relaxes muscle spasm, helps relieve pain, allows 
greater mobility and improves range of motion without af- 
fecting normal muscle function. 


In anxiety tension states 


Tolyspaz calms and quiets patients suffering from certain 
emotional states such as postpartum depression, premenstrual 
or menopausal agitation, and anxiety tension. Tolyspaz allevi- 
ates anxiety with no sleepiness or clouding of consciousness. 


in alcoholism, senile tremor, Parkinsonism, 
cerebral palsy 


Tolyspaz provides rapid and dependable control of many 
forms of involuntary muscle tremor, reducing the need for 
barbiturates or other sedation and leaving the patient men- 
tally alert. 


TOLYSPAZ China 
PHARMACAL company. 
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syrup - tablets 


to replace codeine in 


‘Toryn’ is a new, non-narcotic antitussive compound which (1) reduces 
the sensitivity of the cough reflex and (2) relaxes spastic bronchi 


to promote expulsion of dense secretions. 


“Toryn’, 10 mg., delivers a positive antitussive effect equal to 
that of codeine, 20 mg.—but unlike codeine . . . 


“‘Toryn’ does not cause constipation. 
‘Toryn’ has no effect on respiration. 
‘Toryn’ does not depress the patient. 


‘Toryn’ has a remarkably low toxicity. 


Available: Syrup: In 4 fl. oz. bottles. Tablets: Bottles of 25. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for iphen ethanedisulfonate, S.K.F 
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when the scale signals 


weight reduction can be achieved, and 
normal weight maintained, on a palatable 
diet of ordinary foods. 

In recent studies of weight reduction 
men and women achieved satisfactory 
weight losses, without reporting hunger or 
loss of pep, on diets containing approxi- 
mately equal weights of protein, fat, and 
carbohydrate.!:? In diets adjusted to sup- 
ply 1400 calories to women, 1800 calories 
to men, more than half the energy came 
from fat—an important factor in the hun- 
ger-satisfying quality of the diet, because 
fat slows digestion and absorption of nu- 
trients. Nitrogen and calcium retention, 
as measured by balance studies, was sat- 
isfactory.* 

High proportion of nutrients in relation 
to calories make dairy foods an essential 
part of reducing diets. In the diet referred 

Percent contribution of to above, dairy foods supplied less than 
dairy foods to a 1400 calorie diet.* one-fifth of the 1400 calories, but more 
than one-haif of the reeommended amounts 
17% of calcium and riboflavin and one-fourth 
of the protein and vitamin A for an adult 
oe. geen woman. Significant amounts of other 
x needed nutrients were also supplied by 
dairy foods. 

ee } Intensive studies of low-caloric diets show 
that milk, because of its unique nutrient con- 
tribution, does more for the reducer than any 

other single commonly used food. 


| BR \Cederquist, D. C., Brewer, W. D., Beegle, R. M., 

Wagoner, A. N., Dunsing, D., and Ohlson, M. A. 

Weight reduction on low-fat and low-carbohydrate 

a © diets. I. Clinical results and ener, metabolism. 
J. Am. Diet. Assn. 28:113 (Feb.) 1952. 

3 2Young, C. M. Weight reduction using a moderate- 

*Based on daily need of moderately fat diet. I. Clinical responses and energy metabolism. 
active woman for certain nutrients. J. Am. Diet. Assn. 28:410 (May) 1952. 

sBrewer, W. D., Cederquist, D. C., Williams, B., 

Beegle, R. M., Dunsing, D., Kelley, A. L., and Ohl- 

son, M. A. Weight reduction on low-fat and low- 

carbohydrate diets. II. Utilization of nitrogen and 

calcium. J. Am. Diet. Assn. 28:213 (March) 1952. 


This seal indicates that all nutrition Send for your FREE copy of the interesting 


statements in the advertisement h: ee Sot ?? 
been found acceptable by the Geumeth F000S AnD fe older, Weight Reduction through Diet. 
on Foods and Nutrition of the American NUTRITION 

Medical Association. 


— Since 1915 . . . the Na- 

tional Dairy Council, 

NATIONAL DAIRY COUNCIL © Pass 
to nutrition researc 


111 NORTH CANAL STREET + CHICA ; and education to extend 
the use of dairy products. 
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Medical 
Detective 


The Case of the 


JEWELED NAILS 


"goes DIAGNOSIS often carries the physician in- 
to strange and unsuspected byways. Recently 
your medical detective went sleuthing in a beauty 
shop. 


It all started when Helen K. presented herself 
with a severe case of eyelid dermatitis. Both upper 
and lower lids of both eyes were involved, although 
the upper lids were more affected. They were red 
and puffy, exhibiting an erythematous edema with 
exfoliation toward the margins. She complained 
also of burning and itching on the neck under the 
chin, under the arms, and over the abdomen. 


This obviously was a case of dermatitis venena- 
ta, but to track down the contactant posed the 
problem. Many possible allergens were patch tested 
with negative results. The search became more 
mystifying until the patient herself turned up the 
resolving clue when she mentioned that her symp- 
toms were most severe the day after her weekly 
visit to the beauty shop when she had her hair 
shampooed and finger nails manicured. 


With the fever of hot pursuit, your medical de- 
tective visited the beauty shop to obtain samples 
of both the shampoo and the nail polish. The rest 


was easy. Patch tests with the shampoo were nega- 
tive, but reaction to the nail polish was almost 
instantaneous. The diagnosis was allergy to nail 
polish. 

What about the fact that symptoms occurred 
in such various areas as the eyelids, the neck, the 
axillae, and over the abdomen, and not on or 
around the nails? The explanation is simple. Al- 
lery to nail polish rarely affects the hands, but 
rather areas of apparently thin skin which the 


Allergy to nail lacquers is a clinical 
entity, often difficult to diagnose. 
Because it rarely affects the hands, 
but rather other skin areas, it often 
poses problems in discovering the of- 
fending allergen. The case reported 
here, adapted from an actual case 
history, describes the symptoms of 
nail polish allergy, and tells how the 
resolving clue was revealed. 


nails contact. In the case of Miss K., she is a stu- 
dent, and rubs her eyes as she reads. She also fon- 
dles her necklace. When she removes her girdle, 
the skin itches, so she scratches. Contact of the 
polish with the under arm area occurs when she 
adjusts her undergarments. In all these areas, con- 
tact of the polished nails with the skin caused 
irritation, through it apparently did not affect other 
skin areas, such as the legs. 

The prescription in this case was simple—AR- 
EX Hypo-Allergenic Nail Polish and AR-EX Hypo- 
Allergenic Nail Polish Remover. It is important 
that both be used in conjunction when women are 
allergic to usual nail lacquers to avoid reaction. 
This polish brings exclamations of delight from 
patients, because of its lustrous shades, quick dry- 
ing property, and resistance to chipping. It can be 
used by practically all women—including those 
allergic to other nail polishes—with safety. 


THE MEDICAL DECTECTIVE @ 


EYELID DERMATITIS 


Frequent symptom 
nall lacquer allergy 


AR-EX COSMETICS, INC. 


In 7 lustrous 
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At last, a nae pe 


1036 W. VAN BUREN ST., 


ot BR-EX H#YPO-ALLERGENIC NAIL POLISH 


In clinical tests proved SAFE for 98% 
of women who could wear no other 
polish used. 


lish for your allergic patients. ij (2) ) 


ades. Send for clinical resume: A 
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TWO NEW CONVENIENT FORMS OF 


(POLYMYXIN-BACITRACIN TOPICAL PREPARATIONS) 


AN EFFECTIVE. ..SAFE... CLINICALLY PROVED ANTIBIOTIC COMBINATION 


POLYCIN LIQUID 


.. is indicated in otitis externa? and other 
skin conditions where dropper administration 
is preferred . . . particularly in infections har- 
boring mixed organisms, or where Pseudo- 
monas aeruginosa is involved. Its special 
base allows exceptional diffusion of con- 
tained antibiotics.’ 


POLYCIN SOLUBLE TABLETS 


. dissolve readily in water or normal saline, 
also in 50% water-alcohol or water-propylene 
glycol mixtures. They provide a flexible 
dosage form for preparing extemporaneous 
antibiotic concentrations to be used in wet 
dressings, sprays, or irrigations. 


A RAPIDLY-GROWING BIBLIOGRAPHY 


The published literature on Polycin Ointment testifies to the superior 
clinical value of this combination of polymyxin and bacitracin, against 


a wide range of topical infections. 


REFERENCES 
1, Gastineau, F. M., and Florestano, H. J.: Clinical Experience with Polycin, a Polymyxin- 
Bacitracin Ointment, Archives of Dermat. and Syph., 66:70 (July) 1952. 
. Rowe, R. J.: (discussion of Boling & Finch Paper) Southern M. J., 45:357 (April) 1952. 
. Graves, J. W.: Otitis Externa and its Treatment with a New Antibiotic Preparation, 


E.E.N.T. Monthly, 3/ :32 (Jan.) 1952. 


. Kirby, W. L., and James, G. W.: A Clinical Evaluation of Seaham Oint- 
ment. (Paper. presented to Southern Med. Assoc.) Nov. 13, 


. Jeffries, S. F., et al: A New Antibiotic Ointment Base, J. Pres iia. Assoc., 13:337 


PITMAN-MOORE CO. 


Pharmaceutical and Biological Chemists * Division of Allied Laboratories, Inc. 
INDIANAPOLIS 6, INDIANA 


(May) 1952. 
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Lhe Amertcun Leademy of General Prackie 


fleased lo 


THE AWARD (Q) ) 


PRESENTED BY THE M & R LABORATORIES 


lhe two most segnyficant avlecles 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 


WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 


BY A SPECIAL AWARDS COMMITTEE 


APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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When you 
ic Bandage, you know it will 
tra compression or suppo 


‘balance 


1s 


Th 


produces a bandage of uniform stretch and body 


Elast 


provide optimal therapeutic benefits for your patients. 


ing processes assures the proper proport 


-ELASTIC BANDAGE NO. 8 


itions requiring ex 


ACE Bandages Are Made ONLY By 


Becton, DicKINSON ano COMPANY 


B-D and ACE T.M. Reg. U.S. Pat. Off. 
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apply the famous ACE Rubber- 


ty, 


exclusive weave and skin-tone shade assure comfort and acceptabili 


balanced weave provides optimal support with uniform tension 
built-in elasticity minimizes slipping or loosening of the bandage 


throughout the afflicted area 


D research 


means 
best qual 


predictable pe 
ACE Rubber-Elastic Bandage No. 8 prov 


In a wide variety of cond 
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. Anterior cerebral artery 


Trunk of corpus callosum 
Head of caudate nucleus 


. Anterior communicating artery 


Middle cerebral artery 


. Hypophysis 
. Posterior communicating artery 
. Superior cerebellar artery 
. Basilar artery 

. Internal cerebral vein 

. Choroid artery and vein 
. Choroid plexus of lateral 


ventricle 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


13. 


14, 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 


Inferior cornu of lateral 
ventricle 


Vertebral artery 
Frontal lobe 
Ophthalmic nerve 
Maxillary nerve 
Posterior cerebral artery 
Mandibular nerve 
Pons 

Intermediate nerve 
Temporal lobe 
Cerebellum 

Left transverse sinus 


CRANIAL NERVES 


. Oculomotor nerve 
. Trochlear nerve 
. Trigeminal nerve 
. Abducens nerve 
. Facial nerve 
. Acoustic nerve 
. Glossopharyngeal nerve 
. Vagus nerve 
. Accessory nerve 
. Hypoglossal nerve 


Olfactory nerve 
Optic nerve 
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HYDROCHLORIDE CRYSTALLINE 


Intracranial Infections 


ECAUSE the urgency of intracranial infections frequently 
makes it desirable to begin treatment before the causative or- 
ganism can be determined, there is need for an agent exerting rapid 
action, which is also effective against a wide range of possible patho- 
gens. Aureomycin—with its ready penetration into the cerebro- 
spinal fluid and its broad antimicrobial spectrum—fills this need 
pre-eminently well. It is particularly useful in infections resistant 
to penicillin and streptomycin, and has been used successfully in 
meningitis caused by E. coli, A. aerogenes, Ps. aeruginosa, H. influ- 
enzae, staphylococci, pneumococci, Klebsiella pneumoniae, Str. 
fecalis, the typhoid bacillus, Salmonella bareilly, Listeria monocy- 
togenes, and Moraxella lwoffi. In meningoencephalitiscomplicating 
brucellosis and in encephalitis complicating typhoid, paratyphoid 
and pertussis infections, aureomycin has proven effective. Impres- 
sive clinical improvement has been achieved with aureomycin 
therapy, after other antibiotics proved unavailing,in infected intra- 
cranial hemorrhage, subdural abscess caused by A. aerogenes, and 
brain abscess caused by staphylococci, pneumococci, and E. coli. 
* * * 


PackaGes: Capsules: 50 mg.—Vials of 25 and 100; 100 mg.—Vials of 25 and bottles of 100; 250 
mg.—Vials of 16 and bottles of 100. Ophthalmic Solution: Vials of 25 mg.; solution prepared by 
adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


A bibliography of 57 selected references will be mailed on request. 
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IN BORDERLINE AND 


Minimum side effects 
lrocine—only 2.1% 
Ferrous Sulfate—20% 


*Iron Sodium Malate with 


catalyzing elements. 
ABS A PRODUCT OF REED & CARNRICK 


JERSEY CITY 6, N. J. 
A trusted name since 1860 


| 
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built-in 
tolerance 
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proves its value tot 


in wounds in decubitus ulcers 
“Granulation tissue seemed to be of “,..a most effective agent is generally 
finer texture, more firm and to form agreed to be chlorophyll ointment 
more rapidly with chlorophyll and liquid.”? 
(CHLORESIUM)...”! 


in pilonidal cyst wounds in other resistant lesions 


“The main advantage...is a “CHLORESIUM ...an active agent 
prompt, clean healing with in restoring affected tissues to a state 
“..effective agents in facilitating growth 


of granulation tissue and epithelization.”> 


| 
| 
| 
firm granulation.” conducive to normal repair...”* 
| 


Cuioresium and SoLution (Plain) contain water- 

73:37, 1947. soluble derivatives of chlorophyll “a’vas standardized in N.N.R. 

A: (Aug. 28) These derivatives, highly concentrated and purified, provide the 
3. Niemiro, B. Jit Journal Lancet optimum therapeutic benefits obtainable from chlorophyll. 
CuLoresium and 4-ounce tubes. 


Cu iorestum Sovution (Plain) ~2-ounce and 8-onnce bottles, 
State J. Med. 1952. 


Literature containing 

comprehensive informa- 
tion on the uses of chloro- 

phyll in medicine will be 

forwarded on request. 4 ig any Mc. 

Reprints of recent papers : 


‘ Mount Vernon, New York 
are also available, 
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NOONE X-Ray” 
now available 


r CIVILIAN uSe 


You've probably already heard of 
the “one-minute” Picker-Polaroid radiograph. 
Introduced a little over a year ago, this dramatic development 

was immediately accepted by the Armed Services which requisitioned 
the entire output for military needs. Ever since, we have been struggling 
to increase production to the point where parallel civilian needs 

could at least be partly met. That point has now been reached. Limited 
quantities are becoming available to civilian users. 


The Picker-Polaroid system is an adaptation to radiography 


of the self-development principle of the Polaroid Land Camera. 
The whole job takes only a minute . . . can be done in broad 
daylight ...needs no darkroom, no solutions, no dryer. 

It is all incredibly simple and quick: (a) you load the cassette 
(b) make the exposure (c) put the cassette in the automatic 
processing box. Wait sixty seconds: open the box and there’s 
your finished radiograph ... flat, dry, ready for use. 

Its speed and convenience have already proven invaluable in 
the operating room for hip-pinning and similar procedures; 


for emergency hospital admissions, for work with 
portable and mobile x-ray units. 


Since quantities are still limited, those wishing to obtain 
Picker-Polaroid equipment supplies would do well to 
communicate at once with either their local Picker office, 
or with Picker X-Ray Corporation, 25 South Broadway, 
White Plains, New York. 


POLAROID. 
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THE CASSETTE 
, 
= THE AUTOMATIC PROCESSOR 
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ELECTRON MICROGRAPH 
drawing of spirochetes (X 18,720). 
Ring-form organisms occur 
following exposure to an 
antagonistic agent. 


In Syphilis... 


...the Product of Choice is 
PENICILLIN 


“Penicillin alone far surpasses any previously used antisyphilitic remedy 
when appraised from the therapeutic, economic, technical, toxicity rate, 
or prophylactic aspects. And most important, its high index of therapeutic 


accomplishments is enhanced by the simplicity of administration and its 
availability.” 


Curtis, A.C., Kitchen,D.K., O’Leary, P.A., Rattner, H., Rein,C.R., Schoch, A.G., Shaffer, L.W., and Wile, U.J.: 
Penicillin Treatment of Syphilis, J. A. M. A. 145: 1223-1226, April 21, 1951. 


Merck Penicillin Products 


A complete line of soluble and repository Penicillin Products 
is available under the Merck Label 


MERCK & CO., INC. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
in Canada: MERCK & CO. Limited —-Montreal 


Research and Production 
for the Nation’s Health 


© Merck & Co., Inc. 
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GASTROINTESTINAL SPASM 


PARASYMPATHOLYTIC... 


NOT parasympathomimetic 


Parasympatholytic (as well as 
spasmolytic) in all therapeutic 
dosages, homatropine methylbromide 
affords dependable relief of gastro- 
intestinal spasm. It is thus superior to 
many agents which are actually 
parasympathomimetic in customary 
dosages and parasympatholytic only 
in high dosages attended by 
disturbing side effects. 


In Lusyn the antispasmodic efficacy 
of homatropine methylbromide is 
reinforced by phenobarbital to allay 
emotional tension. Lusyn also 
provides the antacid-adsorbent 
efficiency of Alukalin. 


For intestinal spasm, biliary spasm, 
pylorospasm, cardiospasm and 
irritable colon. 


MALTBIE LABORATORIES, INC. 
Newark 1 New Jersey 


FORMULA) 


Each tablet contains: 
Homatropine methylbromide ..5 mg. (2 gr.) 
(increased from 2.5 mg.) 
Alukalin (activated kaolin )....300 mg. (5 gr.) 
Phenobarbital 15 mg. (% gr.) 
(increased from 8 mg.) 


Supplied: Bottles of 100, 500 
and 1000 tablets. 
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for effective cough therapy 


Three forms available: Oral Tablets (5 mg. per tablet), 


Syrup (5 mg. per teaspoonful), Powder (for compounding). 
May be habit forming; narcotic blank required. 
Average adult dose 5 mg. Literature on request. 


Endo Products Inc., Richmond Hill 18, N.Y. 
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....}he Premier Thyroid 
Exclusively Prepared By 


ISOTHERMIC PROCESSING 


An Outstanding Achievement in 
Glandular Product Control 


WHAT IT IS: thyrar—the entirely new, bovine thyroid 
preparation—is the culmination of decades of experience 
in glandular product control, with “isothermic processing” as 
the key to superior product uniformity. Positive isothermic 
control at every step in manufacture and exclusive use of 
bovine thyroid glands “quick-frozen” at the time of removal 
from the animal, provide a new, whole-gland preparation 
of highest purity. Distinct clinical advantages in all condi- 
tions requiring the metabolic action of thyroid are obtained 
with thyrar. 


ADVANTAGES: Complete efficacy of the whole gland * 
Greater uniformity of finished product * Elimination of 
unwanted organic matter * Double standardization—chem- 
ically assayed and biologically tested * Standardized equiv- 
alent to Thyroid U.S.P.—no dosage change required * Taste- 
less * New, small-sized, whole-thyroid tablet offers greater 
patient convenience. 


HOW SUPPLIED: Tablets of 2, 1 and 2 grains in bottles of 
100 and 1000. 

&S 
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New! High Potency Anticholinergic Agent 


Aamtrenyl 


BROMIDE 
(Oxyphenonium bromide Ciba) 


Mg. per mg., 
the most effective 
of the newer 


anticholinergics 


ANTRENYL bromide is a new high potency 
antichoiinergic agent indicated in the management of 
peptic ulcer and spasm of the gastrointestinal tract. Milligram 
per milligram, it is the most potent of the newer 
anticholinergics, recommended dosage being only about 
one-tenth that of certain commonly used agents. 
ANTRENYL has a marked inhibitory effect on gastric secretion 
and motility of the gastrointestinal tract. Side effects 
are generally mild, and there is usually no esophageal or 
gastric irritation. A recent report! described the side 
effects as less pronounced than those of other drugs 
ordinarily used in the management of peptic ulcer. 

In this study, patients receiving ANTRENYL usually obtained 
relief from acute symptoms within 24 to 36 hours. 
Prescribe ANTRENYL as adjunctive therapy in your next 

few cases of peptic ulcer and note its advantages. 
Available as ANTRENYL Bromide Tablets, 5 mg., 
Gilba _ scored: bottles of 100, and as ANTRENYL Bromide 
Syrup, 5 mg. per teaspoonful (4 cc.); bottles of 1 pint. 
Ciba Pharmaceutical Products, Inc., Summit, New Jersey 


2/1e76m 1. Rogers, M. P., and Gray, C. L.; Am. J. Digest. Dis., 19:180, 1952. 
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ee ewho prefers 


penicillin in combination with 
other antibacterial drugs: 


Gantricillin 'Roche' provides 


penicillin PLUS Gantrisin” for 


wide-spectrum antibacterial. therapy. 
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new Gantricillin ‘Roche.' 
A convenient way of administering 


100,000 units of penicillin PLUS 


0.5 Gm of Gantrisin® the more 


soluble, wide-spectrum sulfonamide, 


in a single tablet. 
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CARBONATED 
BEVERAGES 


NUTRITION 


American Bottlers 
of Carbonated Beverage 


WASHINGTON 6, D. C. 


A recent report to the American Institute of Nutrition’ 
shows that free self-selection of diets often provides a 
regime deficient in calories. In 130 women between 
30 and 85 years of age, about half took under 1800 
calories a day—an amount which led to negative nitro- 
gen balance. The period between 40 and 70 years, the 
authors of this report suggest, is one of metabolic 
stress for many women, and dietary instructions must 
be as individualized as medical care if the nutritional 
reserves of the patient are properly protected. 


Since peak muscle efficiency falls off steadily to a 
low point unless sugar is given between meals and 
since sweetened carbonated beverages spare the action 
of expensive proteins in the body, they are pleasant, 
effective and economical dietary supplements. 


Used routinely in hospitals for a variety of purposes, 
they are of particular value for the female geriatric 
patient under stress, or when nervous and muscular 
fatigue are imminent. On the average, a bottle of car- 
bonated beverage contains 100 calories in a form 
rapidly transformed into food energy. 


1, Ohlson, M. A.; Brewer, W. D.; Jackson, L.; Swanson, P. P.; Roberts, 
P. H.; Mangel, M.; Leverton, R. M.; Chaloupka, M.; Gram, M. R.; 
Reynolds, M. S.; and Lutz, R., Symposium on Geriatric Nutrition, April, 
1952. Fed. Proc. 11:775, 1952. 


AMERICAN 
BOT TLE RS 
CARBONATED 
BEVERAGES 


THE WATIONAL ASSOCIATION OF THE BOTTLED SOFT DRINK INDUSTRY 
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more than 
ANALGESICS ? 


There is significant evidence that salicy- 
lates, through action on the hypothalamus, stim- 
ulate the pituitary, producing an ACTH-like 
effect on the adrenal cortex.* 


This new concept of salicylate action ex- 
plains many of the clinical results obtained with 
salicylate therapy in the treatment of arthritides 
and rheumatic afflictions—observed results that 
cannot be attributed to analgesic action alone. 


MASSIVE DOSAGE 


To obtain maximum results, high salicylate 
blood levels are required. This means high oral 
dosage—in the order of 60 to 120 grains (4 to 8 
Gm.) a day. This massive salicylate dosage 
can be attained, without excessive gastric dis- 
turbance, by using Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective combination 
with activated aluminum hydroxide and cal- 
cium carbonate. 


Salcedrox also contains a high dose of vita- 
min C, because it has been observed that rheu- 
matic and arthritic states show vitamin C defi- 
ciencies, and salicylate therapy has a tendency 
to intensify depletion of vitamin C. 


*Proceedings Soc. Exp. Bio. Med., 1952, v80, 51-55, 
G. Cronheim, et al. 


FORMULA 
Sodium Salicylate..-5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel, 
2 gr. (0.12 Gm.) 
Calcium Ascorbate._! gr. (60 mg.) 
(equivalent to 50 mg. Ascorbic 


Acid) 
Calcium Carbonate..1 gr (60 mg.) 


Write for Professional Sample 2 
and Literature 
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NEW THERAPY FOR 
SINUSITIS, RHINITIS 


Nasal 


Excellent results are being obtained with Furacin 
Nasal in cases of acute and chronic sinusitis 

and rhinitis. It is being administered by atomizer, 
dropper, cannula or the displacement technic. 


Even those notoriously refractory conditions: 
atrophic rhinitis and ozena* show marked benefits 
from Furacin therapy. 

* Thornell, W. C.: Arch. Otolaryng. 52:96 (July) 1950. 


REASONS FOR EFFECTIVENESS OF FURACIN .. . 
A wide antibacterial spectrum, including 
many gram-negative and gram-positive 
organisms + Effectiveness in the presence of 
wound exudates « Lack of cytotoxicity: 
no interference with healing, phagocytosis or 
ciliary action * Water-miscible vehicles 
which dissolve in exudates « Low incidence 
of sensitization * Ability to minimize 
malodor of infected lesions + Stability. 
Furacin Nasal plain contains Furacin® 0.02% 
brand of nitrofurazone N.N.R. in an 
isosmotic, aqueous vehicle. 

Furacin Nasal with ephedrine contains, 
in addition, ephedrine « HCl 1%. 


Literature on request 


NORWICH NEW YORK 
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FURACIN™ 
tele 
— 
NITROFURANS 
aay A unique class of 


double the power to resist food 


obesity 


Obocell® controls the two causes directly responsible 
for overeating—bulk hunger and appetite. 
Obocell supplies non-nutritive bulk to create a sense of 
fullness and satisfaction. 
Curbs the appetite at its 


® 
A COMBINED HUNGER AND APPETITE DEPRESSANT source by acting on the central 
nervous system, and 
concomitantly elevates the 


mood of the overweight patient. 
With Obocell it is easy to achieve and maintain 
patient co-operation throughout the trying period of weight 
reduction by dietary restriction. 


Composition Each tablet Obocell contains Dextro- 
Amphetamine Phosphate 5 mg.; *Nicel 150 mg. 


Dosage:3 to 6 tablets daily, preferably one hour 
before meals with a full glass of water. 


Supplied: In bottles of 100, 500, 1000 tablets. 


*Irwin-Neisler’s Brand of High- Viscosity Methylcellulose. 


IRWIN, NEISLER & COMPANY: DECATUR, ILLINOIS & Sewe Your Practice * 
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whether 
the 


cough 


triple antitussive action 
without codeine side effects 


Action of Pyribenzamine relieves histamine-in- 

duced congestion and irritation—Action of ephed- 

rine relaxes bronchial musculature — Action of 

° ammonium chloride liquefies bronchial secretions. 
specify palatable 


Pyribenzamine’ Expectorant 


Cherry-flavored Pyribenzamine Expectorant contains, 
per teaspoonful (4 cc.), 30 mg. Pyribenzamine citrate 
(tripelennamine citrate Ciba) , 10 mg. ephedrine sulfate 
and 80 mg. ammonium chloride. In pints and gallons. 


: tickling 
; rasping | 
\ £«hacking 
Ciba 2/1989 
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Particularly in Pediatrics 
—When Oral Medication is Difficult 


Busy mothers welcome your prescription of 
Numotizine for the many and varied condi- 
tions to which the younger set is heir—such 


painful, sleep-interrupting conditions as— 


Sore throat, Tonsillitis, Pharyngitis, 
Inflammatory. chest conditions, 
Sprains, Strains), Boils, Contusions 


N U M 0 T ‘ L i NK E Prescription Cataplasm 


—provides relief for eight hours or longer 


on asingle application—permitting the child 


to sleep throughout the night. 


Employed adjunctively to the use of anti- 
biotics and chemotherapeutic agents, 
Numotizine keeps the patient comfortable 


while the disease process is under attack. 


Numotizine combines decongestive 
and analgesic actions—reduces swell- 
ing, relieves pain, increases local cir- 


culation. Easy to apply and remove. 
Supplied: 4, 8, 15 and 30-oz. jars. 


NUMOTIZINE, INC. 
Chicago 10, Illinois 


presenting the HOBART line of finer pharmaceuticals 


x 
=: 
\ 
» 
: 
& 
= 


RQ 


for the child 


whose mother 


complains 


**He’s not growing 


the way he should” 


Dodekroid combines the two metabolic stimulants found 


<a of value in overcoming simple growth failure—vitamin 

>, B.: and thyroid substance. In the absence of detectable 
eas glandular dysfunction or infectious processes, such growth 
Ge failure responds well to Dodekroid. Vitamin Bi: mobi- 


lizes the many metabolic processes involved in growth 
promotion, and thyroid substance, in the small quantity 
Each Dodekroid tablet provides 10 provided, exerts a well-established anabolic effect, in- 
mcg. of vitamin Bi: (activity equiva- creasing growth rate and physical development. Masked 


lent) and 10 mg. of thyroid sub- or subclinical hypothyroidism is also corrected. 
stance. The tablets are small and 


be Response to Dodekroid is usually rapid and at times 


chewed, or crushed for administra- spectacular. Daily dosage ranges from 1 to 3 tablets, 
tion with food. Literature and sam- preferably after meals. If mild hypothyroidism is sus- 
ples on request. pected, dosage may be increased. 


RIKER LABORATORIES, INC., 8480 Beverly Boulevard - Los Angeles 48, California 
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In 
TRICHOMONIASIS 
VAGINAL CREAM) MONILIASIS 


MIXED INFECTIONS 


AVC Improved is a 
time tested formula 
for the treatment 
and prophylaxis 
of vaginal tract 
infections. 


Because... 


AVC Improved re- 
establishes the nor- 
mal flora and the 
normal pH. 


Seeause... 

AVC Improved is indi- 
cated ina wide range of 
infections of the exo- 
cervix, vagina andvulva: 


© Trichomoniasis 

Moniliasis 

© Specific and non- 
specific bacterial 
infections 

© Mixed infections. 


AVC Improved sup- 
presses secondary in- IT WORKS!!! 


vaders... animportant your 

: most stubborn cases. The re- 
therapeutic gocl. sults will please you, and 
your patients will be grateful. 


Formula: 9-Aminoacridine Hydrochloride 
0.2%, Sulfanilamide 15%, Allantoin 
2%, specially prepared buffered 
water-miscible base. 


Available: In 4 ounce tubes, with 
PHILADELPHIA 44, PENNSYLVANIA or without applicator. 


fe ssi Literature supplied on request. 


QWICK RELIEF - EASILY APPLIED NON-IRRITATING 
TIONAL DRUG COMPANY 


au 


The value of ultraviolet ancillary treatment in 
physical rehabilitation is generally recognized. 


For making up dietary deficiencies, increasing 
blood hemoglobin levels, improving the ab- 


sorption of calcium, iron, nitrogen and phos- 


- a phorus, and for many other bactericidal or 
wm therapeutic uses, proper exposure of the pa- 
= tient to ultraviolet has proved highly effective. 
° Ff _— CALCIUM, Busy physicians have found they can ease 
oll | their schedules by prescribing home ultraviolet 
PHOSPHORUS treatments. And the Hanovia Prescription 
‘(ea Model Ultraviolet Quartz Lamp has been de- 

1400 = veloped especially to deliver the most effective 


wavelengths in the stimulating portion of the 
ultraviolet spectrum, as shown in the chart. 

For supplementary home treatments your 
patients can purchase Hanovia Prescription 
Model Ultraviolet Lamps on convenient pay- 
ment terms. Write for literature and the name 
of our nearest representative or dealer. 


HANOVIA CHEMICAL & MFG. CO. 


WORLD'S 


LARGEST 


OF 


ULTRAVIOLET 


PRODUCERS 
EQUIPMENT 


Dept. GP-2, 100 Chestnut St., Newark 5, N. J. 


VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume VI of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 
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Saranac Lake, NV. Y. 


THE HEALTH CENTER 
IN THE ADIRONDACKS 


For the study, care and treatment of 
chest diseases, 


For the rehabilitation of many types of 
physical disabilities, 


For postgraduate study: Second Annual 
Tuberculosis Symposium for General 
Practitioners, July 13 through 17, 1953, 
approved by AAGP for twenty-six hours 
of formal credit. 


For complete information on the health services 
of Saranac Lake, please write to: 
*SARANAC LAKE MEDICAL FACILITIES, INC. 


93 MAIN STREET, SARANAC LAKE, NEW YORE 


cA non-profit of Saranac Lake citizens inter. 
ested in publicizing the many health services of the area 


ME luable adjunct i ical rehabilitati 
oo G@ a junct nm pnysicai re on 
3000 
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Number 2 of a series on the human meaning of great discoveries 


THE DIFFICULTY OF KNOWING NOTHING 


We may say that early man knew almost nothing. But nothing is just 

what early man could not know. The knowledge of nothing came hard and late 

in the progress of civilization. Plato and Aristotle, and even the great 

mathematician Euclid, calculated without a zero. With all that they knew, 

they did not know nothing. Bagdad of the Arabian Nights was the birthplace 

of the zero. The brawling bazaars of a great commercial city demanded swift 
accurate accounting, and the Arabian mathematician, al-Kwarizimi, met 

the need. Humanity’s long journey out of darkness begins anew for each child 
opening his eyes to the light, seeking and discovering, finding answers to 

living needs. Science serves these needs from the moment of birth, even before birth. 


General Pharmacal Corporation, Los Angeles, California 


General Pharmacal Corporation is the pe 
of Q-Test, the one-hour office 

screening test for pregnancy. Sold only to 
physicians through ethical channels. 


= 

ator 

: 

TEST a 


al nervous pacifier”. 


and a relief of anxiety without dimming consciousness. 

Particylarly helpful in abnormal nevro-muscuior 

conditions such as rheumatic disorders, disc syndromes 

and cerebral palsy; alcoholism, anxiety tension states 

and psychiatric states. 

in each Mephate Capsule, 0.25 Gm. mephenesin — 

with 0.30 Gm, glutamic acid hydrochloride. 

Adult dosage starts at 2 capsules 3 or 4 times a day, 

preferably with food or liquids. 

Smith, & 

Lancet 71:271 
Uviy), 1951, 


A. H. ROBINS CO., INC. RICHMOND 20, 
thical Pharmaceuticals of Merit 


In Mephate ‘Robins’, the clinical usefulness 
of mephenesin per os has been significantly 
heightened by the inclusion of glutamic acid 

unresponsive.* Provides relaxant effect on skeletal 
muscle spasm; an ameliorating effect on tremor; 


FOR SPRAINS, 
STRAINS AND 
MUSCLE SPASM 


a new, powerful unction 


‘Rubiguent’ supersedes all surface applications 
for relief of pain by the use of the potent new 
penetrative agent, methyl nicotinate, in conjunc- 
tion with the powerful vasodilator, histamine. 
Methyl nicotinate opens the way for the histamine 
to penetrate tissues rapidly. There it promotes 
prolonged, pain-relieving hyperemia, comforting 
analgesia and soothing warmth. 


...for symptomatic relief of muscular aches, 
pains and stiffness associated with fatigue, over- 
exertion, muscle strains, fibrositis, arthritis, neu- 
ritis, sprains . . . during physical rehabilitation 
following immobilization for fractures; to calm 
the symptoms in bronchitis and other respiratory 
disorders. A non-greasy, cosmetically pleasing 
cream, requiring only gentle surface friction for 
application. 


® 
* Trademark Philadelphia 2, Pa. 
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After clinical study of eight appetite-curbing 


€\ preparations, Williams et al. concluded: 


| ‘Dexedrine’ is the agent of choice because in most 
At of the patients it produces a moderate anorexigenic 
7 e effect, yet the unpleasant effects are mild or absent.” 


. Annals of Internal Medicine 29:510. 


Dexedrine Sulfate Tablets Elixir “Spansules’ 


The standard in weight reduction 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U. S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
“Spansules’ Trademark 
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sulfathiazole crystals, 
magnification X 45 


Why physicians are using a suspension rather than 


a solution in treating intranasal infections . . . 


Because ‘Paredrine’-Sulfathiazole is a suspension of Micraform* 
sulfathiazole crystals—rather than a solution—it is not quickly 
washed away. The Suspension’s minute antibacterial crystals, 
which are deposited at the site of infection in a fine, even film, 
remain on infected mucosa for hours. They provide prolonged 
bacteriostasis precisely where it is needed most. 


Paredrine*-Sulfathiazole Suspension 


the most widely prescribed sulfonamide nose drop 
Smith, Kline & French Laboratories, Philadelphia «1M. Reg. U.S. Pat. off. 


Formula: A suspension of ‘Micraform’ sulfathiazole, 5%, in an isotonic aqueous 
medium with ‘Paredrine’ Hydrobromide (hydroxyamphetamine hydrobromide, 
S.K.F.), 1%; preserved with ortho-hydroxyphenylmercuric chloride, 1:20,000. 
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iarrhea in Oral Antibiotic Therapy 


The troublesome diarrhea, so frequently encoun- 
tered as an undesirable side action in oral antibiotic 
therapy, is effectively prevented by Arobon. The de- 

hydration and the debilitating influence of frequent 
bowel movements are avoided, thus aiding in more 
prompt recovery. 


Easily prepared... Tasty. Arobon is quickly and easily 
prepared by simply stirring the powder into milk or 
water. Although it contains no chocolate, Arobon is sweet 
and chocolate-like in taste, and acceptable to all patients. 


No Interference with Antibiotic Absorption. Carefully 
conducted studies have shown that Arobon does not impair 
antibiotic absorption from the intestinal tract. In fact, blood 
levels tend to be higher during the period Arobon is adminis- 
tered. A dose of Arobon given with each dose of antibiotic 
usually keeps bowel activity within normal limits. 


Physicians are invited to send for clinical test samples. 


Prepared from specially processed carob flour, 
Arobon provides 22 per cent of pectin, lignin and 
hemicellulose. Available in 5 ounce jars through 
all pharmacies. 


THE NESTLE COMPANY, INC. 
White Plains, New York 
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"Appestat Malfunction" is newest term 
for cause of Bulimia (Hyperorexia) 


Jolliffe! recently coined the term, “‘appestat”, to 
describe the involuntary appetite-regulating mechan- 
ism, and reemphasizes the fact that control of 
bulimia (overeating) is the greatest problem in 
weight reduction. 

ALTEPOSE® Tablets help the patient control appe- 
tite and lose weight with a minimum of discomfort. 


ALTEPOSE Tablets contain the efficient appetite- 
depressant, PROPADRINE® (phenylpropanolamine) 
HCl, 50 mg., the metabolic stimulant, thyroid, 40 
mg., and the mild sedative, DELVINAL® vinbarbital, 
25 mg. 

Supplied in bottles of 100 and 1,000. 

Sharp & Dohme, Philadelphia 1, Pa. 


They spare the patient the demands of hunger, and : ; 

make low-calorie diets more acceptable. Moreover, 1. end Stay Reduced, Simon & Schuster, 
they aid in converting excess fat into energy, in 2. Rehfuss, M.E., Albrecht, F.K. and Price, A.H.: Practical 
diminishing water retention, and controlling nervous en, The Williams & Wilkins Co., Baltimore, 1948, 


p. 162. 
anxiety. . Proc. Royal Soc. Med.: 43:339, 1950. 


of ather plaques is invariably accelerated in obese patients. These scarred aortas are from patients who 
succumbed (lower) at age 54, height 5’ 6”, weight 210 lbs., and (upper) age 44, height 5’ 5”, weight 230 Ibs. 


Altepose 


TABLETS PHENYLPROPANOLAMINE HCl, THYROID AND VINBARBITAL 


Since errors in excess of 25% will occur in estimating daily calorie expenditure 


if B. M.R. is not known, determination of a safe and effective reducing diet 
remains the physician's responsibility. 


Exercise is of little help. To burn up a single pound of 
excess fat it would probably be necessary to walk at 
least from Philadelphia to Trenton*—and possibly all 
the way to New York. 
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Only the WH ‘eo LE Fruit 


CAN GIVE YOU ALL 
ITS NUTRITIONAL BENEFITS... 


As shown by the comparative tables below, only the whole 
orange can provide all of the valuable nutritional benefits 
of the fruit. 

While orange juice is a popular and pleasant way to pro- 
vide the daily quota of vitamin C, the fact is that the whole 
fruit is considerably richer in vitamin C and other nutrients 
as well as in the protopectins. These substances, the proto- 
pectins, are found principally in the albedo, the membranes 
enclosing the juice sacs and segments, and the fibrovascular 
bundles. 

Only when oranges are eaten whole can all the benefits 
of the fruit be realized, especially the desirable effects of 
the protopectins which, through their colloidal, chemical, 
and antibacterial properties, help to maintain a desirable 
intestinal environment, promote better absorption of vita- 
mins and minerals, and effect more normal evacuation. 


‘ortion and Stroined Juice of California Cranges. 


Approximate Typical Analyses ight. 
Amounts shown ore por 100 Gm. of > Fresh Fruit, | Strained 
Fresh Fruit, | Strained Constituents peeled Juice 
Gon == Inositol 400.0 mg. 200.0 mg. 
46 46 ses 0.004 mg.| 0.002 mg. 
0.004 mg.| 0.002 mo. 
10Gm, | 09 Gm. Ascorbic acid (vitamin C) een 
Fat 0.3 Gm. 0.2 Gm. Flavonoids (vitamin 
Dextrose and Levulose Minerals (total ash) 50.0 11.6 mg. 
.0 Gm. Icium 
Pectin 1.0 Gm? | 0.1 Gm. 70.25 mo: 
0.1.Gm. | 0.1 Gm. Sodium ‘0 my. | 170.0 mg. 
Malic acid 150.0 mg. .0 mg 
a (pro-vitomin A) 1.0 mg. 0.16 mg. Potassium 10.0 mg. 13.0 mg. 
Carotenes \pro- B 0.2 mg. 0.086 mg. Magnesium 10.0 mg. 8.0 mg. 
Thome 0.1 mg. 0.032 mg Sulfur 6.0 6.0 mg. 
Riboflavin 0.5 mg. 0.24 mg. Chlorine . 
Niacin I. 0.21 m Alkalinity of ash, expressed 0.3 Gm. 
Pontothenic acid 0.5 mg. .21 mg. 0.3 Gm. 
canto’ 0.2 mg 0.08 mg. as 
Underwood, J.€.,and Rockiond, Arch. Biochem., in press. 


All others from fig 
jled by Resear 
frown tiswe distribut 
hove been made to & 
edible portion in those ca 


taken from the literature and dota 
Sunkist Growers. From 
ion figures, oppropricte adjustments 
eflect the composition of the entire 
ses where the original dota referred 


California navel oranges, available all winter, are the. 


world’s finest eating oranges—no seeds, rich in flavor 
and vitamins. Easiest to peel, slice and section. 


Sunkist Growers + 


Los Angeles, California 


Sunkist 
Calfernia- Grizona Oranges 


* Free amino acids include ord 
7 Pe cysteine, serine, proline, and glutamic, ospartic and gammo- 
aminobutyric acids. Glutathione is also present. 
Underwood, J.C., and Rockland, L.B.: Food Research, in press. 
| 2. Miner Laboratories, Chicago, Illinois. {1952} 
eek | 3. Davis, W. Bs Determination of Flavanones in Citrus Fruits, 
Anal. Chem. 19:476 Uuly) 1947.0 

ae 
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analgesic 


Acetyl-p-aminophenol ............ 300 mg. 
Salicylamide 200 mg. 


anti-depressant 


Raphetamine (racemic amphetamine 
phosphate, monobasic) ............. 2mg. 


relaxing 


Metropine® (methyl atropine nitrate) 0.5 mg. 
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 Strascogesic is exceptionally well 
tolerated and of particular value) 


‘Terramyein 


OF OXYTETRACYCLINE AMPHOTERIC 


DON'T MISS . | APPEARING REGULARLY IN THE J. A. M. A. 
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: 


digitaline nativelle 


original pure crystalline digitoxin 


for dependable digitalization 
for smooth, even maintenance 


econstant, unvarying potency 


e complete absorption 


Send tor brochure: “Modern Digitalis Therapy “ Clinical sample on request. 


VARICK puarmacat company, INC. 
(Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N.Y. 
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Abbott Laboratories . . 26-27, 144 
American Bottlers of Carbonated 
114, 130 
Ar-Ex Cosmetics,Inc. ..... 149 
Armour Laboratories . . . 4, 126, 159 


Ayerst, McKenna & Harrison, 


opposite 104 
Becton, Dickinson & Co. . . . . 152 
Bilhuber-Knoll Corp... . . . . 25 
Blakiston Co., The... .... 108 
134 
Burroughs Wellcome & Co. . . . 136 
Central Pharmacal Co. .. . . 141 
Chicago Pharmacal Co... . . . 146 
Ciba Pharmaceutical 

a 12, 160, 165 
Columbus PharmacalCo. . . . . 5 
Doho Chemical Corp. .... . 140 
Eastman Kodak Co. ...... 145 
Eaton Laboratories, Inc. .. . . 163 
Endo Products, Inc. . ..... 158 
Fellows Medical Mfg. Co. . . . . 118 


Index to Advertisers 


Freeman Mfg.Co. ....... 23 
128 
General Pharmacal Corp. . . . . 170 
Glidden, Otis E., & Co.. . . . . 133 
Grune & Stratton ....... 106 


Hanovia Chemical & Mfg. Co. 169, 179 
Hoffmann-La Roche, Inc. opposite 160 


Irwin, Neisler & Co. . . . . .. 164 
Lakeside Laboratories. . . 3rd Cover 
Lederle Laboratories . . . opposite 152 
28 
McNeil Laboratories, Inc. . . 112-113 
M & RLaboratories .... 10,151 
Maltbie Laboratories, Inc. . . . . 157 
Massengill, S. E., Co. . . . 6, 132, 162 
Mead Johnson & Co. . . . 4th Cover 


Merrell, Wm. S., 
Co. . . . . 2nd Cover, opposite 144 


National Dairy Council . . . . . 148 
National Drug Co. . . . . . . . 168 
Nepera Chemical Co., Inc. . . . 138 
Nestle Co., Inc., The . . . . 18, 173 
Numotizine, Inc... ..... . 166 


Pfizer, Chas., & Co., Inc. . . 24, 177 


Picker X-Ray Corp. ..... . 155 
Pitman-Moore Co. . . . . . . . 150 
Reed & Carnrick ....... 153 
Riker Laboratories, Inc. 167, opposite 136 
Robins, A. H.,Co., Inc. . . . . 171 
154 
Saranac Lake Medical Facilities . 169 
Schenley Laboratories, Inc. . . 14-15 
19 
Searle, G.D.,& Co... . . 
Sharp & Dohme, Inc. .... . 174 


Smith-Dorsey Co., The . . 
Smith, Kline and French 


. 142-143 


Laboratories. . opposite 172, 8, 147 
Squibb, E. R., & Sons . 110-111 
Strasenburgh, R. J.,Co. . . . . 176 
Stuart Co.,The .... . opposite 120 
Sunkist Growers... ..... 175 
180 
Vanpelt & Brown,Inc. . ... . 22 
Varick Pharmacal Co., Inc. . . . 178 
Warren-Teed Products Co., The . 9 
Winthrop-Stearns, Inc. . . . . . 2 
Ue 16, 105, 172 


Year Book Publishers, Inc., The . 109 


AERO-KROMAYER 


by HANOVIA 


For accurate control in local ultraviolet application 


Designed, developed and engineered specifically for highly 
concentrated ultraviolet therapy under accurate focus and 
dosage, the Aero-Kromayer has a wide field of clinical 


usefulness. 


The Aero-Kromayer is completely air-cooled—operates in 
any desired position while delivering a constant, high-intensity 
output—and its various applicators are designed for any skin 


Just off the press—new booklet, 


surface and orificial irradiation that may be required. 


“Ultraviolet Radiations in Eye, 


Ear, Nose and Throat Conditions,” free on request. Write Dept. 2-52 


HAM O U Chemical & Mig. Co., Newark 5, N. J. 
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Each gram contains: 
Cortisone Acetate 
Neomycin Sulfate... .. 5 mg. 


(equivalent to 3.5 mg. neomycin base) 


Available in 1 drachm tubes with 
applicator tip 


The Upjohn Company, Kalamazoo, Michigan 


cortisone 

for inflammation, 
neomycin 

for infection: 


Neosone 


OPHTHALMIC OINTMENT 
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oral diuretic without equal 


“... superior...in promoting sodium and water excretion.”! 


« |. three-fourths the diuretic action of the standard 
[meralluride by injection]...”? 


..a valuable substance to replace parenteral diuretics 
in patients who require continuous 
diuretic medication.” 


1. Moyer, J. H., and Handley, C. A.: Federation Proc. 11:378, 1952. 

2. Greiner, T.; Gold, H.; Warshaw, L.; Palumbo, F.; Weaver, J.; Mathes, S., 
and Marsh, R.: Federation Proc. 11:352, 1952. 

3. Goldman, B. R., and Steigmann, F.: J. Lab. & Clin. Med. 40:803, 1952. 


how to use this new drug 


Maintenance of the edema-free state has been accomplished with 
as little as one or two NEOHYDRIN Tablets a day. Often this dos- 
age of NEOHYDRIN will obtain per week an effect comparable to a 
weekly injection of MERCUHYDRIN.® When more intensive ther- 
apy is required one or two tablets three times daily may be 
prescribed as determined by the physician. 
Gradual attainment of intensive therapy is recommended to 
preclude gastrointestinal upset which may occur in occa- 
sional patients with immediate high dosage. In rare 
instances a sensitivity to NEOHYDRIN may arise. Though 
sustained, the onset of NEOHYDRIN diuresis is gradual. 
Injections of MERCUHYDRIN will be initially necessary 
in acute severe decompensation. 
Contraindicated in acute nephritis and nephrosclerosis. 


Any patient receiving a diuretic should ingest daily 
a glass of orange juice or other supplementary 
source of potassium. Any patient receiving a 
diuretic should be watched for signs of deple- 
tion in sodium and chlorides especially 
in hot weather. Such depletion may 
first manifest itself as a refractivity 
to the diuretic and can be corrected 
by ingestion of sodium chloride. 


packaging 

Bottles of 50 tablets. 

| There are 18.3 mg. of 

 3-chloromercuri-2- 

methoxy-propyl- 
_. 4A urea in each tablet. 


> MILWAUKEE 1, WISCONSIN 


NEOHYDRIN 


THE DIURETIC TABLETS THAT WORK 
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pul 


Each teaspoon of MULCIN supplies: 
Vitamin A ' 3000 units 
Vitamin D 1000 units 
Ascorbic acid 

Thiamine 

Riboflavin 


Niacinamide 
Available in 4 oz. and economical 16 oz. bottles. 


Mulcin 


a smile in tho vilamin spoon 


It’s the taste of Mulcin that all 
children like . . . the refreshing 
flavor of real orange. It’s the 
ready acceptance of Mulcin that 
all mothers appreciate . . . no 


more need to coax or bribe even 
finicky children. 


The light, smooth texture of this 
vitamin emulsion makes pour- 
ing easy. And Mulcin needs no 
refrigeration; even at room tem- 


perature its potency is assured. 


Mulcin 


MEAD JOHNSON & COMPANY 


Evansville 21, Ind., U.S.A. 
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